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THIS MONTH’S COVER 


COVER PHOTO: Father Joseph Quinlan (center), Chaplain, Hastings 
State Hospital, and a chaplain trainee, Rev. Robert Goodrich, of 
Minneapolis, talk to a recent admitted patient. 


The first state-sponsored center to offer a complete 
training course for institutional chaplaincy practice, 
designed for the clergy of all faiths, is now in opera- 
tion at the Hastings State Hospital, Minnesota. 

The Hastings Training Center provides intensive 
psychiatric clinical training, with the basic objective 
of training chaplains for day-to-day work with men- 
tally ill patients in a hospital setting. 

The hospital chaplain needs a far more detailed 
understanding of mental illness and psychiatric treat- 
ment than does a clergyman practicing in the com- 
munity. The content of the course therefore, is de- 
signed to acquaint the student with the basic princi- 
ples of psychiatry and mental health so that he can 
more effectively minister to the religious needs of the 
hospital patients and at the same time make a positive 
contribution to the efforts of the hospital psychiatric 
team. 

The training is divided into didactic, practical and 
special areas. The didactic training consists of lectures 
and demonstrations by members of the professional 
staff, supplemented by special seminars and confer- 
ences with the Chaplain Supervisor. Formal lectures 
include such topics as theories of personality devel- 
opment; basic principles of behavior; emotional 
mechanisms; psychiatry and religion; religion and 
mental health; social problems; alcoholism; mental 
deficiency; diagnosis and treatment of mental illness; 
and hospital medico-legal ethics. 

The practical experience is an integral part of the 
program. The clergyman in training conducts religious 
services for patients and staff; functions on the hos- 
pital psychiatric team by interviewing and counsel- 
ing patients and relatives, visiting on the wards and 
establishing relationships with the community out- 
side the hospital. He is also encouraged to apply 
mental health principles to himself, as a chaplain 
and as an individual. Professional counseling is avail- 
able to him on personal problems which may affect 
his work as a chaplain. This phase of training is 
supervised jointly by the clergyman’s church and the 
Training Center. 

During the training period, the student-chaplain 
is expected to maintain close relations with an appro- 
priate religious center so that he may better integrate 
his particular religious doctrines with his newly-ac- 
quired knowledge of psychiatric principles. 

The Center will accept applicants from all religious 
faiths for its second year of operation, which starts in 
September 1958. No tuition is charged for the course, 
and no stipends are provided, but the Center pro- 
vides room and board at no expense to the student. 
There is no restriction on the basis of state residence, 
but only a limited number of applicants can be 
accepted. Inquiries should be addressed to the Super- 
intendent, Hastings State Hospital, Hastings, Minne- 
sota, to the attention of the Chaplain. 
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THe NggEeps oF MENTAL PATIENTS 


IT. Defects of Vegetative and Reflex Function 
(As Reflected by Disturbances of the Nervous System) 


By J. M. NIELSEN, M.D. 
Clinical Professor of Neurology, University of California, at Los Angeles. 


ones PATIENTS are first of all human beings with 
physical bodies and the needs of physical bodies. 
There are cases in which the correction of physical de- 
ficiencies alone is enough to restore mental health. There 
are, of course, also cases in which, by all physical meas- 
urements, the patient is normal, yet his mental function 
is on a psychotic level. It is the purpose of this paper to 
call attention to those conditions which result when the 
bodily needs are not met, to see how we can improve the 
internal milieu of the patient. The subject is so large that 
not much more than an outline can be given here. 


VITAMIN DEFICIENCIES 


Thiamine. When a person is deprived of this vitamin 
(as commonly seen in alcoholism or starvation) the first 
symptom is irritability and anxiety, followed by tremu- 
lousness and weakness. If the lack becomes severe certain 
eponymic syndromes tend to appear. These are: Wer- 
nicke’s encephalopathy with excitement, diplopia, stupor 
and coma; Korsakoff’s psychosis with amnesia and con- 
fabulation; Marchiafava-Bignami disease* with psychotic 
excitement, followed by complete apathy and akinetic 
mutism; polyneuritis, which may appear alone or may 
accompany one of the conditions mentioned above. 


Vitamin B12. Deficiency of this vitamin occasionally 
manifests itself first as a paranoid psychosis, but usually 
as pernicious anemia with sub-acute combined degen- 
eration of the spinal cord and polyneuritis, or as the 
neurological syndrome without anemia. Gastro-intestinal 
disturbances are the rule. 


‘Vitamin E deficiency (or general deprivation of pro- 
teins) may usher in amyotrophic lateral sclerosis or one 
of the related progressive spinal muscular atrophies. 

Niacin or niacinamide. Deficiency of this vitamin leads 
to pellagrinous states, even with psychosis, and usually 
with skin eruptions and diarrhea. 


CONGENITAL METABOLIC DEFICIENCIES 


Porphyria occurs in two forms, the congenitally mani- 
fest form with pink teeth and skin sensivity to light, 


* Ref.: Nielsen, J. M., and Courville, C. B., “Central Necrosis 
of the Corpus Callosum (Marchiafava-Bignami Disease.)” 
Bulletin Los Angeles Neurological Society, 8:81-88 (Sept.) 1943. 


and the chronically recurrent form with polyneuritis, 
abdominal pains and psychosis. The urine may be port- 
wine colored or black, or it may become colored on ex- 
posure to light. Precipitating causes are ingestion of 
barbiturates, chloral hydrate or administration of mor- 
phine. 


Phenylpyruvic oligophrenia. This condition is an in- 
born disturbance of metabolism characterized by mental 
enfeeblement apparently due to intoxication with re- 
tained phenylalanine. In this condition this product can- 
not be metabolized to tyrosine, hence it accumulates in 
the serum and phenylpyruvic acid is excreted in the 
urine. This substance can be tested for with ferric chlo- 
ride which gives a characteristic green color. A diaper 
test has been devised to test infants born in hospitals be- 
cause mental deficiency is difficult to detect early in life 
when the diagnosis should be made. Infants kept on a 
diet free of phenylalanine can apparently become normal 
if treated early. Even at four years of age the diet helps. 


Diabetes deserves to be recognized and treated in psy- 
chotics though it does not cause psychosis. 


Cretinism can easily be diagnosed and the condition 
improved by administering thyroid substance. 


Wilson’s disease is a congenital familial defect of cop- 
per metabolism with increased urinary copper and am- 
ino-acids and greatly diminished ceruloplasmin. The 
patients are spastic with coarse tremor, drooling and 
subnormal mentality. It can be relieved to some extent 
with injections of BAL. 


Huntington’s chorea is placed here because it may be 
due to a defect of metal metabolism since it responds, 
somewhat like Wilson’s disease, to BAL. 


ACQUIRED ENDOCRINE DISEASES 


Addison’s disease is at times mistaken for simple neu- 
rasthenia. The hypotension, brownish pigmentation, 
great weakness and anemia with crises should lead to a 
study of the adrenals. 


Thyrotoxicosis may easily parade as a paranoid psy- 
chosis unless the tachycardia and thyroid adenoma (per- 
haps substernally or aberrantly located) are discovered. 
The breathlessness and exhaustion may resemble a psy- 
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choneurosis. A protein-bound iodine determination 
should settle the question when suspicion is aroused. 


Hypothyroidism with its myxedema, dry skin, chronic 
sluggishness, bradycardia and anemia can also be dis- 
tinguished by the protein-bound iodine determination 
(below 4 mcg.) and high cholesterol value. 


Acromegaly in the second and third stages offers no 
problem. However, in the first stage of euphoria, great 
strength and endurance, facial pains, and uncontrollable 
sex drive, it often masquerades as simple hypomania. 


Pituitary chromophobe adenoma in the female pro- 
duces asthenia, headache, visual disturbance and amenor- 
rhea. In the male it produces such feminizing features 
as hairlessness, fine facial wrinkling, impotence, and 
asthenia. 


Simmond’s distrophy appears as anorexia with cadav- 
erous appearance and loss of hair with amenorrhea or 
impotence. Anorexia nervosa is quite similar in appear- 
ance and behavior except for the preservation of pubic 
and axillary hair. 


Pancreatic adenoma may masquerade as (a) epilepsy, 
(b) extreme hunger, tremulousness and weakness or (c) 
progressive spinal muscular atrophy. Blood sugar studies 
are not conclusive but relief from the acute states by feed- 
ing is almost pathognomonic. 


OrGANIC DISEASES OF THE BRAIN 


Tumor of the brain is commonly overlooked, especial- 
ly in the early stages when mental symptoms predomi- 
nate. Tumor of the frontal lobe or lobes may cause altera- 
tion of personality, emotional depression with melan- 
cholia, or disorientation. If both frontal lobes are in- 
volved, a state of akinetic mutism may result. Epileptic 
seizures may appear and hence the condition may simu- 
late psychomotor epilepsy. 

Akinetic mutism is commonly interpreted as catatonic 
schizophrenia. This is because the patient is obviously 
conscious but completely apathetic and often catatonic. 
This condition is usually the result of aneurysm of the 
anterior communicating artery with occlusion of both 
anterior cerebral arteries. Hence bloody spinal fluid in 
an acute catatonic picture should arouse suspicion of 
this syndrome. It can be the end result of bilateral sub- 
dural hematoma or of Marchiafava-Bignami disease. 


Neoplasm of the temporal lobe may cause stupor and 
aphasia, and if it affects the hippocampal gyrus it may 
cause automatic behavior and severe amnesia like that 
of senile dementia. 


Tumor of the third ventricle usually causes severe 
amnesia, even in young persons, resembling senile demen- 
tia. There may be signs of intracranial pressure or of 
hypothalamic involvement. 


Leukoencephalopathies of various varieties cause pro- 
gressive dementia, deafness, aphasia, amnesia, blind- 
ness, etc. before the nature is obvious. 


Cortical atrophy may appear in the patient as mental 
deterioration, perhaps complicated by seizures. Alco- 
holism and trauma are the common causes, though oc- 
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clusion of a carotid artery or cerebral vascular accidents 
may underlie it. Cortical atrophies such as Pick’s disease 
or Alzheimer’s disease appear as aphasia followed by 
dementia and downhill course. 


Chronic subdural hematoma should always be sus- 
pected in a case of progressive dullness and apathy. 
When it is suspected, angiography or pneumoencephalog- 
raphy will usually clarify the situation. 

Encephalitis of the arthropod-borne variety causes 
various disturbances, including a parkinson-like mani- 
festation and at times oculogyric crises or narcolepsy. 
Encephalitis occurs from many other causes. The leuko- 
encephalopathies are mentioned above. 

Multiple sclerosis does not as yet respond to any rem- 
edy but the diagnosis is important. 

Epilepsy of the psychomotor type with automatism and 
its epileptic fugues and clouded states should always be 
suspected in episodic disturbances of violent character. 


Syphilis. General paresis has become a rare disease 
but meningovascular syphilis is still commonly present. 
It should always be excluded by serological tests on 
blood and spinal fluid and can be fairly successfully 
treated when diagnosed. 


CEREBRAL DisEASES DUE TO INVOLVEMENT OF BLOOD OR 
BLoop VESSELS—OTHER THAN SYPHILIS 


While such conditions as polycythemia vera, leukemia 
and severe anemia are usually found without difficulty 
on routine testing, there are others not so readily 
detected. Among these are: “rheumatic brain disease” 
with its chronic cerebrovascular changes; cerebral ar- 
teriosclerosis; lupus erythematosis; panarteritis nodosa; 
temporal arteritis with optic atrophy; gradual occlusion 
of the internal carotid artery; infectious mononucleosis. 


APHASIAS 


It is still an unhappy truth that patients with aphasia 
but without mental disease are sent to state hospitals 
because of their jargon. The reward is great when an 
aphasic is retrained to understand and to speak. 


AGING 


Disturbances due to aging vary from mere amnesia for 
recent events to senile dementia and epileptic seizures 
due to focal areas of softening. Much of this can be 
prevented with use of niacin, tocopherols and injections 
of Vitamin B12 with high protein diet. 


CHRONIC DISEASES OF ABDOMINAL VISCERA 
Pancreatitis, when chronic, with its disturbance of 
digestion and metabolism, sometimes causes psychosis 
indirectly. 
Hepatic cirrhosis may gradually cause genera] disturb- 
ances with irritability and finally even hepatic coma. 


Primary or secondary amyloidosis has been known to 
cause not only profound disturbances of digestion but 
renal and hepatic failure with mental symptoms and 
coma. 


PARKINSONISM 


Patients who know they have parkinsonism and who 
have faced the problem squarely often become severely 
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Psychiatrists 


Pacatal produces “‘a remarkable 
fluidity and warmness of affect.’ 


Patients 


Pacatal makes me feel “ ‘on top 
of the world’ and wonderfully 
clear in the head.””* 


Personnel 
With Pacatal “‘the hospital 
atmosphere is calmer and 
more optimistic . . . work more 
interesting.”’® 


... agree on the euphoric effect of 


Pacatal 


(BRAND OF MEPAZINE) 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “‘flatten’’ the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 


Dosage: Usual dosage for the hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or 4 times daily. Complete literature 
and dosage instructions, available on request, should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
bottles of 500. Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


References: 

1. Sainz, A.: Personal communication. 

2. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 
address before the American Psychiatric Association, Nov. 16, 1956. 

3. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 
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DR. BLAIN RESIGNS AS A.P.A. MEDICAL DIRECTOR 


As of September Ist, 1958, Dr. Daniel Blain will 
relinquish his position as Medical Director of the 
A.P.A., and turn his full professional attention to 
the direction of several specific projects for the 
Association, it was announced by President Harry 
C. Solomon, on November 28th. 

In resigning, Dr. Blain stated that he wished to 
be free to devote his entire attention to selected 
problems that are major stumbling blocks to further 
progress in conquering mental illness. He cited the 
shortage of psychiatrists to staff mental hospitals 
and other community services as the greatest single 
impediment to headway. Dr. Blain also expressed 
his belief that a decade is an optimal tenure for the 
office. 

Dr. Solomon said that the A.P.A. Council had ac- 
cepted Dr. Blain’s resignation with understanding 
but with deep regret that was only partially offset 
by knowing that he would serve in other ways. 

“For over a century after its founding in 1844,” 


Dr. Solomon commented, “the Association confined 
itself largely to professional and scientific delibera- 
tion and publication within its ranks. During and 
immediately after World War II the public awoke 
to the staggering size of the mental illness problem. 
A climate of opinion developed which made it both 
feasible and, indeed, imperative in the public inter- 
est for the A.P.A. to broaden its leadership role in 
the national effort to deal with the problem. It was 
in this context that Dr. Blain was employed as the 
A.P.A.’s first Medical Director in February 1948 
with offices in Washington, D. C. 

“That so much has been accomplished in a decade 
is due to the singular industry, knowledge and ad- 
ministrative skill that Dr. Blain brought to the task. 
The details of his achievement will be duly noted 
and widely praised.” 

No successor to Dr. Blain has been named but a 
Committee of Councilors of the A.P.A. has been 
named to search for a qualified person. 


depressed as helplessness develops. Electroshock may 
greatly help this condition. 


DEVELOPMENTAL DEFECTS 


Mongolism, Hand-Schiiller-Christian disease (diabetic 
exophthalmic dysostosis), erythroblastosis fetalis and 
Rh factor kernicterus are conditions to be diagnosed 
but there is still no good treatment for them. The men- 
tal defects due to virus infections of the mother early in 
gestation are still without possibility of prevention or 
treatment. 


DisTURBANCES DUE TO PRENATAL AND NATAL ACCIDENTS 


During pregnancy the fetus may be deprived of oxygen 
due to interference with implantation or to interference 
with the placenta. Placental bleeding during pregnancy 
bodes no good for the fetus. Attempted abortions may 
cause similar trouble. 


During delivery there are many situations in which 
asphyxia may occur by compression of the cord. In breech 
delivery in primipara the danger is always great, also in 
version and extraction when presentation is bad for 
delivery. 

Prolonged labor because of dystocia may also cause 
asphyxia especially in tetanic uterine contractions. 


Caesarean section carried out after prolonged labor is 
always dangerous because of trauma already caused and 
the additional anesthesia. 

Mere deep anesthesia may give the infant so much 


trouble with breathing that irreparable injury to the 
infant brain may result. 


Actual trauma to the brain by forceps may cause sub- 
dural hemorrhage. 


Compression of the head may cause hippocampal scars 
with subsequent epilepsy or dementia. 
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‘TOXEMIAS 


Uremia, especially with convulsions, may injure the 
infant and may leave permanent cerebral damage in the 
mother. 


Lead encephalopathy, often accompanied with por- 
phyria, may leave severe hypertension and irreparable 
cerebral changes. 


EpiLepsy—EveEN WITHOUT Gross 
DEMONSTRABLE CEREBRAL LESION 
Epilepsy, especially of the psychomotor type, may 
cause psychiatric manifestations between attacks. The 
epileptic nature should be determined because proper 
medication may bring relief. 


INFECTIONS AND INFESTATIONS 


Each type of infection will not be mentioned here 
but various encephalitides, congenital toxoplasmosis 
and chronic cerebral abscess may be mentioned. Syphilis 
has already been discussed. 


ASTHENIAS 


Of the asthenias, myasthenia gravis and familial pe- 
riodic paralysis are to be differentiated from purely func- 
tional weakness. 


CONCLUSION 


All of this presentation emphasizes that each psychotic 
patient needs a complete organic evaluation with de- 
tailed history, general physical and neurological ex- 
aminations, blood and urine studies and metabolic 
study. X-ray of the head with electroencephalogram, air 
encephalogram or ventriculogram, and perhaps angio- 
gram, are all studies to which the patient is entitled if 
any of the history or physical examination gives a lead 
to indications of organic disease of the brain. 
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Language Classes 


as Occupational Therapy 


By JOHN DONNELLY, M.D., Medical Director 
and LUISA A. CROTTI, B.A., Dept. of Educational Therapy 


The Institute of Living, Hartford, Connecticut 


: iw AIM of our Educational Therapy Program is to 
create a dynamic learning situation adjusted to the 
capacity of the individual, his needs, and his skills. The 
academic section, under which the teaching of languages 
is conducted, is one of the six major divisions of our 
program. This section has a variety of objectives. The 
younger person, for example, is encouraged to take the 
opportunity to attain school credits which would other- 
wise be lost on account of hospitalization. For other 
patients, attempts are made to arouse an interest in and 
an appreciation of the value of academic study, while the 
teaching is organized in order to provide group feeling, 
ego support, and assistance in making a social adjustment. 

The wide age range of patients, from the earliest teens 
through the nineties, and the differing scholastic back- 
grounds, from the eighth grade through doctorate de- 
grees, necessitates a broad variety of facilities and de- 
mands flexibility on the part of the instructors. The 
academic section maintains a staff of six full-time qual- 
ified instructors who can teach most of the subjects which 
are in greatest demand. In addition, Hartford is well 
endowed with excellent institutions of learning headed 
by enlightened educators who cooperate with the aims 
of the Institute. From the staff of these institutions, 
which may be high schools, vocational schools or colleges, 
instructors are drawn to give instruction and to help 
with the group classes. When the patients have progressed 
to the stage at which they can attend classes in the city, 
either on a part-time or a full-time basis, arrangements 
are made with the individual teaching establishments. 

Two types of instruction are given within the hospital 
—private tutoring and group classes. The former are 
taken to promote achievement in particular subjects and 
frequently, though by no means always, to obtain aca- 
demic credits. At the present time, over seventy university 
extension courses are being pursued by patients. The 
group classes are held in foreign languages and also in 
English for non-English speaking patients. The meth- 
odology of teaching Spanish is outlined in this article to 
demonstrate the general approach used in teaching aca- 
demic subjects in group sessions. 

Classes are held each week and are divided into (a) 
grammatical study for beginners, (b) conversational for 


those at the intermediate level, and (c) the Arts for 
those who prefer college Spanish. Patients attend classes 
on a purely voluntary basis and therefore select those 
classes in which they are most interested and from which 
they derive the most enjoyment. 

Since the aim of our teaching is essentially a thera- 
peutic one as opposed to an academic one, many teachers 
will be aware of a departure from certain trends em- 
ployed in the past in high school and in college teaching. 
In school or college the aim of the instruction is to ad- 
vance reading, understanding, speaking and writing the 
language; in the hospital environment, the main objec- 
tive is to increase the self-confidence of the patient and 
to help in his resocialization. The actual knowledge of 
Spanish, for instance, is of secondary importance. Because 
of this, the emphases are changed; speaking, not reading, 
is the first language skill to be developed. Next comes 
reading, and finally, writing. In general, the grammatical 
points selected for presentation to first, second, or third 
year students do not differ importantly from those which 
most experienced teachers are accustomed to present. 
With psychiatric patients, however, one must avoid fre- 
quent lists of words to be memorized and translated from 
English to Spanish or vice versa. Insistence on the pre- 
cise word may make learning harder rather than easier, 
and in any case speaking the language by giving the 
“general sense” is the purpose of the group session. 


Psychological Benefits are Achieved 


Not only does the learning of a foreign language keep 
a patient occupied but it has positive psychological 
values. Interestingly enough it has been found that 
learning a foreign language produces less anxiety in 
some shy, withdrawn individuals than do some of the 
other activities in the occupational program. The activity 
of the group with an instructor who is aware of the 
therapeutic aspects provides for some patients an intro- 
duction to therapy, for in some ways it represents an 
intermediate stage between the extremes of the formal 
classroom, on the one hand, and the purely psychothera- 
peutic group, on the other. Moreover, participation in 
this group does not call for the patient to produce ma- 
terial relative to himself and his emotional problems. 
As a result of our aural-oral teaching technique the with- 
drawn, apathetic, and inhibited individual may be gently 
prodded and led into communication with his fellows. 
The indecisive patient, with feelings of inadequacy or 
inferiority, can be helped to develop a sense of achieve- 
ment. Since in the first year most patients start off with 
the comfort that none of the others knows any Spanish, 
experimentation is easier at this stage. 

The logic of the Spanish language, with its construc- 
tion, phraseology, and spelling, can help in the organ- 
ization of the thought processes, and this is furthered by 
added instruction in correct study habits, proper methods 
of concentration, association, and memory training. But 
it is to be remembered that the purpose of the group 
approach is a therapeutic rather than an academic one. 

From the beginning the atmosphere is made as easy 
and informal as possible. Patients sit where they wish. 
Informality is the keynote of the teacher’s attitude. Class 
interest depends upon a lively pace, although achieving 
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this becomes a highly delicate matter. In general, short 
simple sentences are used and intricate phrases, which 
tend to confuse and discourage students, are avoided. 

Initially patients may appear quite apathetic. The 
depressed patient seems not to appear as apathetic as the 
schizophrenic; yet when the interest of the latter can be 
aroused and his attention obtained, he sometimes be- 
comes very active. It may be mentioned that even drills 
and repetition which are necessary for the slower pupil 
should be conducted in a lively manner. Gaiety and 
earnestness are not at all exclusive, and both may be 
necessary to draw out an inhibited patient. 


Aural-Oral Technique 


In aural-oral teaching, the fundamental technique of 
mimicry-memory (mim-mem) appears to be the most 
effective. The model material is first read or spoken by 
the instructor, a short phrase at a time; the class repeats 
each phrase, first in chorus, then in groups, and finally 
as individuals. The instructor offers the model again and 
again, correcting more by example than by analysis. In a 
relatively painless way the patients are able to memorize 
patterns, build a vocabulary, and acquire the proper 
pronunciation and intonation. As far as possible, the 
material is presented without the aid of books. (There 
is less tendency to transfer the English pronunciation of 
Spanish if the printed word is seen only after the spoken 
form is well learned.) With the mim-mem technique the 
patient brings to conversation, reading and writing, a 
feeling for the natural grouping of words, for the orderly 
development of ideas and for the direct relationship be- 
tween words and meanings, and ultimately, a feeling of 
mastery and security in the language. 

As in all groups there is considerable variation in the 
amount of initiative shown. The more eager students 
are permitted to set the pace. Waiting for slower students 
tends to spoil spontaneity and solving this problem calls 
for care and skill. Reluctance on the part of the patient 
to participate is overcome by permitting him to merge 
his identity in the group, but only until he gains some 
confidence from his performance in group responses. It 
is the duty of the instructor to perceive when the oppor- 
tune moment arrives to ask the patient to perform on his 
own. At this stage it is important for the instructor to be 
sure that the patient knows the answer before he asks 
him to recite. When the slower pupil gives the wrong 
answer or none at all, attention should be turned im- 
mediately to another person but then redirected to the 
slower pupil. The objective can sometimes be achieved 
by having him repeat the correct answer after someone 
else has given it, for he will often be willing to compete 
with another patient but not with the instructor. It is 
important that he should never be permitted to become 
preoccupied with a sense of failure. Correction is, of 
course, necessary but it must be done by example rather 
than by analysis or painful chiding. Nothing inhibits the 
struggling student more than his fear of appearing ridic- 
ulous or his anticipation of being corrected. No one 
attitude can be assumed by the instructor; with some 
pupils the benevolent, encouraging approach is best, 
while with others a more direct approach is effective. 
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Reading Aloud 


Reading aloud has the advantage of forcing attention 
to the relationship between the written and spoken 
work, and at some stages this is easier for the hesitant 
pupil. It is of value to the instructor because he can tell 
whether the student really understands the meaning of 
the Spanish text by the phrasing and intonation which 
he gives it. It is apparent with some patients when they 
read aloud that, although they appear lethargic, they do 
in fact understand what they are reading. In the early 
stages of reading, a text should be thoroughly learned by 
the mim-mem technique before attempts at reading are 
made. A student should not be expected to read aloud a 
text he has not first heard, understood, and repeated. 
At a later stage, of course, it is not inappropriate to have 
a patient read aloud a text he has studied on the ward, 
but only if in the judgment of the teacher it is clear that 
the time is opportune and that the pupil has sufficient 
ability and confidence to perform the task. 


Free Conversation 


This is far more difficult than the controlled question- 
and-answer drill with specific material; it is a more 
advanced and complex language skill. Difficult as it may 
be, free conversation in a foreign language provides good 
motivation and apparently builds morale. In the early 
stages simple questions can be presented about the im- 
mediate environment and about the most elementary 
activities of the patients and their associates. The ques- 
tions must be kept strictly within the limits of the 
constructions and the vocabulary already mastered. One 
of the biggest problems in managing free conversation is 
to keep it going and to keep it within bounds. Often one 
must parry the eager “How do I say?” with gentle re- 
straint and yet satisfy curiosity sufficiently to keep the 
patient coming back for more. Considerable initiative 
must be shown by the instructor in order to keep the 
members of the group interested and interacting. 


Written Work 


Whether this be copying, dictation, English-to-Spanish 
translation or free composition, written work obliges the 
student to make the necessary association between visual 
form and meaning, without which reading skills can 
scarcely be developed. But again, the written work should 
always be associated with oral manipulation of the same 
material. The same precautions must be taken in hand- 
ling free composition as in handling free conversation. 
Here the instructor’s ingenuity, imagination, patience, 
and helpfulness are of the utmost importance to prevent 
the patient from feeling inhibited or inadequate. 

Testing by means of written examination should be 
approached initially as a self-check test for the patient. 
This is sometimes necessary to avoid the potential threat 
which would arise from a poor performance. Likewise, to 
prevent undue anxiety one may have to explain to the 
class that the reason for the test is so that the instructor 
can see how the group as a whole is progressing. After a 
time patients themselves request examination, both oral 
and written, to evaluate improvement. While a majority 
of instructors will insist upon the writing of most gram- 
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matical exercises, it is found most desirable to exploit 
the full possibilities of the aural-oral handling of much 
of the same material. Since repetition is the heart of 
learning skills, a word, a phrase, or construction can be 
repeated three to five times orally in the same amount of 
time which is necessary to write it once. Furthermore, 
the oral give-and-take adds the vital dimension of com- 
munication to the mastery of language mechanics. It has 
been found that formalized instruction in grammar is to 
a large extent unnecessary. 


Reading 


The acquisition of a vocabulary is furthered by reading 
of Spanish texts. While the use of a dictionary is neces- 
sary, sole reliance upon it is discouraged. Efforts are made 
to develop the habit of the “intelligent guess” or the 
use of an alternative construction. Although this can be 
quite a chore, since many patients have difficulty in 
producing ideas, it is worthwhile. Some patients, even 
those with a schizophrenic diagnosis, surprisingly, are 
ready to venture the “intelligent guess.” Success at this 


is stimulating to the patient and rewarding to the in- 
structor. 
It is suggested that a card or folder be kept on each 
patient. Appropriate comments should be made from time 
to time on appearance, attitude, socialization, etc. Note 
may also be made of such things as ability to remember, 
errors frequently repeated, and capacity to move from 
one idea to another. From these records the progress, 
social and academic, of each patient may be gauged. 


While the aural-oral method technique of teaching 
Spanish has been advocated in this paper, nevertheless 
the most effective methodology will be that with which 
the instructor feels happiest. The most important con- 
sideration, and a difficult one for the teacher to continue 
to keep before her, is that the primary aim of the classes is 
not the acquisition of the technical skills of Spanish but 
the promotion of a therapeutic milieu in which the 
acquisition of these skills is one of the techniques to unify 
the group. The teaching of a language in group settings 
seems to provide an opportunity from which many 
patients benefit. 


TOTAL COMMITMENT 


The ideal commitment paper is only a fantasy—and a 
schizophrenic one at that. There are two ideals—widely 
split. From the hospital's viewpoint, the perfect medical 
certificate is one that is so filled with details that the ward 
physician can just copy it and call it a history. But for 
the committing physician the ideal commitment paper 


By Dr. Whatsisname 


is as laconic as the one in Maine, where all the doctors 
say is: “We... certify that after due inquiry and personal 
examination, in our opinion, so-and-so is insane.” Period. 
By contrast, the North Dakota physician has to fill out 
3 king-sized pages with a space for 33 linear feet (not 
inches) of writing. 

The medical certificates that support commitment 
papers vary in size from Georgia’s 5 by 8 sheet to Nevada's 
10 by 16 colossus. The word “insane” is retained in the 
medical certificates of 14 states and 2 provinces, whereas 
the other 42 jurisdictions manage to get along without 
that word. The Alabama doctor must say whether the 
patient has ever been in a poorhouse, and the Mississippi 
practitioner must indicate if the patient has burial insur- 
ance. 

Newfoundland expects the M.D. to say if any of the 
patient's children are illegitimate. Utah inquires about 
his coffee drinking habits, and Louisiana asks if he is 
self-centered. In Wyoming there is a question about 
“predominant passions”, and Iowa wants to know if he 
has a predisposition to breaking glass. The Delaware doc- 
tor is asked about the role of love affairs in precipitating 
the psychosis. In Alberta, the doctor must swear that 
“he has nothing to gain by this hospitalization other than 
the fee allowed.” The Louisiana form has space for indi- 
cating if the hospital may do a post-mortem on the pa- 
tient. 

In the state of Washington, the doctor swears that 
“this is not a case of harmless, chronic mental unsound- 
ness.” 

Even greater wisdom is expected from the Indiana 
physician. He must say whether the patient is “the prob- 
able potential parent of socially inadequate offspring.” 
And in Scotland, the doctor must, so to speak, truly com- 
mit himself: he is required, when signing the paper, to 
“swear on soul and conscience.” 
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still talks to me 


but I don’t bother to holler back... .”} 


Manic, hallucinating ...In acute psychotic agitation, the direct 
purpose of SPARINE is to quiet the hyperactivity. When hallucina- 
tions are present, they are either abolished or made less important 
and less frightening to the patient. 


SPARINE is a well-tolerated and dependable agent when used according to 
directions. It may be administered intravenously, intramuscularly, or orally. 
Parentera! use offers (1) minimal injection pain; (2) no tissue necrosis at the 
injection site; (3) potency of 50 mg. per cc.; (4) no need for reconstitution 
before injection. 

Comprehensive literature is available on request. 


1. Fazekas, J.F., et al.: J.A.M.A. 161:46 (May 5) 1956. 
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No. 5 in a Series 


MANAGEMENT 
AND THE CHIEF OF SERVICE 


By FRANKLIN JOHNSON, M.D. 


Assistant Director, Professional Services 
Veterans Administration Hospital, Palo Alto, California 


M UCH HAS BEEN WRITTEN about the principles of 
hospital management as they apply to the higher 
echelons of hospital administration, but little has been 
said about their application to lower levels of administra- 
tion. Some of the professional and administrative require- 
ments of the Chief of Service can be related to these 
principles of hospital management. 

The organization of most mental hospitals provides for 
its division into two distinct psychiatric sections—the 
acute or intensive treatment section, and the chronic or 
continued treatment section, each with a Chief of Service 
and a varying number of staff physicians (ward doctors) 
under his supervision. The Chief of Service is directly 
under the supervision of the Director of Professional 
Services (the clinical director), and is therefore in an 
important administrative position, midway between the 
top hospital administrators (the Manager, the Assistant 
Manager and Director of Professional Services) and the 
ward physicians, who are actually concerned with the 
care and treatment of the patients. The Chief of Service 
is therefore an important link in the chain which joins 
the so-called front office or “top brass” with the ward 
physicians. Weakness or a break at this level will result 
in endless management problems, ineffective patient 
treatment programs, and dissatisfaction and poor morale 
among the personnel employed within: the service. 

The Chief of Service therefore occupies a key position 
and should be selected with great care. In some hospitals, 
he obtains his assignment by virtue of the fact that he 
has been a “long and faithful employee” but with little 
experience or training in hospital administration. Such 
a physician cannot always adequately fulfill his dual 
responsibility—namely, his professional responsibility for 
the care and treatment of his patients and his administra- 
tive responsibilities to management. 


Requirements for the Position 


What then, should be some of the requirements and 
qualifications of a physician who is to assume the respon- 
sibilities of a Chief of Service? They are essentially the 
same as those required for higher level administrators, 
and include: 


LeapersHip Apitities: The Chief of Service should 
possess the characteristics and qualities of a leader. A 


leader has been defined as one who possesses the art of 
influencing and directing people in such a manner as to 
command their obedience, respect, loyalty, cooperation, 
and confidence. To fulfill these requirements, the Chief 
of Service is expected to inspire, guide, support, direct, 


- plan for and advise staff. To hold their respect and con- 


fidence, he needs a broad field of professional knowledge, 
especially in psychiatry and neurology. It is expected 
that he will keep abreast of new therapeutic agents and 
procedures and that he will assist his staff in their use 
and implementation. He is looked upon by his staff as a 
consultant, and is frequently called on to assist in the 
evaluation of a difficult diagnostic or therapeutic prob- 
lem. Since the treatment of mental patients is a complex 
task which requires the assistance of many ancillary 
services, the Chief of Service should use his influence as a 
leader to integrate these services into cooperative effec- 
tive treatment units. 


ADMINISTRATIVE KNOWLEDGE: The Chief of Service 
should possess administrative “know how.” This is an 
important requirement because in many cases his sub- 
ordinate staff may be well qualified professionally but 
will have limited knowledge and training along admin- 
istrative lines. They will look to him for guidance and 
advice. If the necessary information is not available at 
the Chief of Service level, then time and effort must be 
expended to seek this information at a higher level. This 
in turn places an additional burden on higher adminis- 
trative personnel and also reduces the operating efficiency 
at the ward physician level. Because of his close relation- 
ship to the higher echelons, the Chief of Service is in an 
excellent position to obtain administrative information 
and interpretations of hospital policies, which allows 
the ward physician to devote more of his valuable time 
and energy to his therapeutic program. The Chief of 
Service should possess a thorough knowledge of the duties 
expected of his staff as well as knowledge of their capa- 
bilities and skills. Such knowledge can only be obtained 
by maintaining a close working relationship with his 
subordinate staff members through frequent personal 
visits to their working areas, and by encouraging freedom 
of verbal and written communications. Frequent discus- 
sions and close contacts with his staff enable him to eval- 
uate their professional and administrative capabilities, 
and help him to anticipate and prevent the development 
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of service problems. Through these contacts he can also 
keep the staff informed of administrative policies evolved 
by management that might affect the treatment program. 


SuPERVISORY SKILL: The Chief of Service should be a 
trained and experienced supervisor—both of operations 
and personnel. By frequent evaluation and checking 
results, the Chief of Service can determine whether the 
treatment objectives are being accomplished. This evalua- 
tion will be concerned with the nature of the therapeutic 
program, the discharge rate of patients, the length of 
time they remain out of the hospital, in the community, 
and their ability to make an adequate adjustment in 
society. An associated contribution that should also be 
evaluated is the teaching and research program carried 
on by the service. Reports of these evaluations will be of 
great value to management in terms of future planning. 

The Chief of Service should develop a sense of respon- 
sibility in his subordinates. This is done by giving them 
the responsibility and authority to make their own deci- 
sions and allowing them freedom of operation within the 
limits prescribed by regulations and hospital policies. 

PROFICIENCY IN PLANNING: The Chief of Service should 
participate with management in hospital planning. The 
first step of the planner at any level is to establish an 
objective. At the Chief of Service level in a mental hos- 
pital, this objective is clearly defined and may be ex- 
pressed in terms of the overall hospital objective, which 
is to achieve maximum improvement in the greatest 
number of patients as quickly as possible within the 
limitations of available funds, staff and equipment. To 
achieve this objective, constant planning by the Chief of 
Service is required, since there are frequent changes 
within the service which require staff adjustments. These 
changes may include such things as changes in work 
loads in certain areas, which require reassignment of 
professional and non-professional personnel; new thera- 
peutic programs; and additions of research and teaching 
programs. The Chief of Service should assist his staff in 
planning methods to adjust to these changes and addi- 
tions with a minimum of confusion and disruption of the 
treatment program. 

Planning with his staff enables the Chief of Service to 
keep abreast of changing situations which may require 
action in a higher administrative echelon to make 
changes in old hospital policies or to establish new 
policies to effect a better therapeutic program. The Chief 
of Service, by virtue of his close relationship with the 
professional staff, can give management much valuable 
information, and he should therefore have an oppor- 
tunity to participate in hospital planning, policy making 
and problem solving at the management level. Such 
participation not only has an educational value for the 
Chief of Service, but also gives him a voice in policy 
making, and assists him in interpreting and implementing 
whatever policies are deemed advisable by management. 


Budget and Personnel Problems 


Training in two important purely administrative func- 
tions should definitely concern the Chief of Service—the 
hospital budget and personnel management. 

The hospital budget sets the financial limits within 


which the entire hospital must operate. This requires 
that each service must operate within certain fiscal limits 
in terms of personnel, facilities and equipment. Con- 
vincing his staff that certain things cannot be done be- 
cause of budgetary limitations is not an easy task for the 
Chief of Service. It can be accomplished with less damage 
to morale if the Chief has sufficient knowledge of the 
overall budget to discuss intelligently with his staff the 
reasons for limitations within the service. Budget discus- 
sions naturally lead into the development of plans to 
accomplish the desired objectives within the prescribed 
limits, by such methods as changes in personnel assign- 
ments, development of more efficient methods of opera- 
tion and by work simplification procedures. The staff is 
generally ready to accept limitations when they are given 
good reasons for their existence, and they are ready and 
willing to cooperate fully in devising other methods of 
accomplishing the desired goal when they have a part 
in the planning. The Chief of Service can acquire ade- 
quate knowledge of the hospital budgetary planning and 
objectives by participating in discussions with manage- 
ment on budgetary matters. In turn, the Chief can fre- 
quently give advice and make recommendations to man- 
agement on budgetary requirements of medical services, 
which should be taken into consideration in early budget 
planning stages. 

Since the Chief of Service carries on most of his func- 
tions through personal contacts with the personnel in his 
service, he should be an expert in the field of human 
relations. This means that he should possess the skill to 
work out in a satisfactory manner the many interpersonal 
conflicts that are bound to arise when so many individ- 
uals are working together to achieve a common goal— 
the return of the mental patient to a useful life. Many 
interpersonal conflicts arise because of failures of com- 
munication and lack of clarity in instructions and setting 
forth policies. For this reason, the Chief of Service should 
encourage freedom of communication and should en- 
deavor to interpret hospital policies in such a way that 
there is common understanding by all concerned. 


Position Provides Opportunity to Learn 


Only a few of the requirements and qualifications of a 
Chief of Service have been discussed. It must be recog- 
nized that he has a dual responsibility—a professional 
and an administrative one. The performance of his pro- 
fessional responsibility is rarely a problem, but the ful- 
fillment of his administrative responsibility is sometimes 
more difficult. It is only through constant review and 
evaluation of professional and administrative operations 
that he can determine whether his service is functioning 
at full capacity in the most effective and efficient manner, 
and that the highest standards of patient care and treat- 
ment are being maintained. 

Training and experience in hospital administration 
are not difficult for the Chief of Service to attain, since 
he is constantly being exposed to a multitude of admin- 
istrative details relating to the care and treatment of 
individual patients, hospital operations, and personnel 
management. The main prerequisites are an interest in 
administration, and the desire and ability to learn. 


of 
of 
n- 
d 
d 
a 
1€ 
b- : 
x 
ry 
a 
in 
b- 
at 
n- 
id 
at 
Lis 
is- 
cy 
n- 
in 
WS 
ne 
of 
es ; 
nt : 
13 


ION 


By WALTER F. PULLINGER, Jr., Attendant 
Philadelphia State Hospital, Pennsylvania 


cpr is a simple objective form of group 
activity to be conducted by the average hospital at- 
tendant, the employee who is closest to the patient for 
most of the day,” wrote Dorothy Hoskins Smith a year 
ago. “The idea is simple: to remotivate the ‘unwounded 
areas’ in the personalities which confront us on the 
mental hospital ward. Psychiatrists agree that many parts 
of an individual’s personality are not affected by mental 
illness; this technique gives the patient a group experi- 
ence designed to stimulate his self-respect, self-reliance, 
and self-value in a social context. It helps him break 
through his egocentric shell and make contacts which 
bring him the satisfactions of the objective world and of 
friendly human relationships. We invite his attention, in- 
terest and communicative activity outwards, systematical- 
ly stimulating his potential as an explorer of reality.” 

In more or less these words, Mrs. Smith introduced us 
to Remotivation about a year ago, when the Mental 
Health Association of Southeastern Pennsylvania intro- 
duced her to this hospital. Last summer, she died sud- 
denly, but her idea has become a hospital-wide program, 
taking in nearly all our 2,000-odd patients and involving 
nearly 200 attendants. The program has the enthusiastic 
support of Dr. Eugene Sielke, the superintendent, and 
of Miss Helen Edgar, director of nursing. 

Very simply, Remotivation consists of a series of in- 
formal meetings of selected patients, with an attendant 
as leader. The attendant initiates the discussion, which 
is purely objective in nature, using as conversational 
material current events, history, natural history, geogra- 
phy, national holidays and so on. The dialogue on the 
following pages was taken directly from a tape recording 
of a typical session. The verses read, first by the attendant, 
and then by a patient, are an integral part of each discus- 
sion. Note that they are simple, objective, rhythmic. 
They give even the most regressed patient the oppor- 
tunity of enjoying something with other people, even 
if his pleasure is limited to the sounds and rhythms of 
the verses, a friendly smile and a pleasant voice speaking 
to him. The hope, often fulfilled, is that this technique 
will remotivate him—get him moving again, in the right 
direction. 

The Remotivation groups seldom exceed fifteen pa- 
tients, and each group is selected by a doctor, nurse and 
attendant working together. The progress of each patient 
is reviewed periodically by the same three people. The 
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attendant makes an “initial evaluation” of each patient 
after his first group meeting. At the end of a series—about 
12 meetings—a progress sheet on each patient is filled out. 
Ideally, each group meets twice a week; in practice, be- 
cause of the ward and personnel situation, some meet 
only once a week, 

After each series, the doctor, nurse and attendant re- 
view the progress of the group and decide about its 
future. Should it continue for another series of twelve? 
Should some patients be transferred to another group 
and new ones added to this group? Or should the entire 
group work under another attendant in a new series? On 
some of our wards, where several attendants are working 
on the program, a patient may be enrolled in a low level 
group, and, depending on his progress, be advanced to 
progressively higher level groups. Records are kept on 
each patient showing how much of the program he has 
taken part in, and these records go with him if he is 
transferred to another ward. 


Attendants Prepare Own Programs 


Because each attendant-leader designs his own pro- 
gram, the possibilities are limitless, and the subject mat- 
ter can be varied to meet the interests both of his dif- 
ferent groups and of himself. Certain topics, such as 
religion, sociology, ward experiences, sex, love and family 
relationships, which may touch closely upon the patients’ 
problems are, however, avoided. Sources of material for 
objective discussions are unlimited, among them such 
magazines as Lire and THE NATIONAL GEOGRAPHIC; 
newspapers; state information bureaus and chambers of 
commerce; large manufacturing and industrial concerns; 
and public libraries. 

But it should be kept in mind that this is not an edu- 
cational program. We are not trying to teach the patients 
—although, as a by-product, they may learn something. 
Thus the attendant-leader need not cram himself full of 
facts and figures, but he does need an everyday knowledge 
of a topic, which can be refreshed by looking over his 
material before each meeting. Thus educational back- 
ground is not the criterion for selecting attendants as 
leaders. The attendants best suited are those with a 
friendly personality, not overly timid in speaking to a 
group and with a genuine interest in the patients. In our 
hospital, when Mrs. Smith first initiated the program, 
attendants of all kinds attended the training course. It 
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In developing “Remotivation Technique,” the Philadelphia State Hospital 

has brought forward a device which may prove widely useful. It appears to 
encourage a coordinated and harmonious nurse-aide effort to facilitate patient 
communication, and to challenge psychiatric aides to assume a more significant role 


in patient care. All hospitals are urged to give it careful study. 


was found that there were a few who could not adapt 
to the program, and these were excused. 

Before each group and before each series of groups it is 
important for the attendant to plan his material care- 
fully, and prepare for himself a guide, based on five 
specific steps, to which he can refer during a discussion 
period. 

The first step is for the leader-attendant to create a 
Climate of Acceptance, by moving around his group, 
which is seated in a rough circle, and speaking indi- 
vidually with each patient. We express appreciation of 
their attendance and give each one an opportunity to 
make some comment. We may do this simply by asking 
the patient’s name; or by commenting on the weather, 
how nicely the patient is dressed, or on some previous 
event of the day that would be familiar and pleasant to 
him. 

In the second step, we try to create A Bridge to the 


Remotivation in the Philadelphia State Hos- — 
pital has allowed a large number of patients | 
- to be rescued from the anonymity of the crowd 
and brought together under a leader who takes 
a personal interest in them. Since the method 
is clear-cut, simple and teachable, aides are 
given “something definite” to do with groups, 
yet the pitfalls of teaching complex, abstract, 
and to aides, vague methods of. group psycho- 
therapy are avoided. : 
The remotivation groups, which provide, in 
essence, a “normal” communicative, social sit- 
_ uation, seem to be ego-building and non-threat- 
ening. In many cases, patients have shown more 
clinical improvement than was observed when 
they were in group psychotherapy with fairly 
skilled professionals who tended to focus on 
personal problems. One of our doctors has found 
that when he himself switched to this approach © 
during his group therapy sessions, certain very 
difficult patients responded surprisingly well. 
Perhaps there is a challenge here to our cur- 
rent concepts of group psychotherapy for the 
psychotic. 


~ IRVING M. ROSEN, M. D., Clinical Director 


THE EDITOR 


Real World by the use of objective poetry, such as that 
shown in Page 17. This is usually introduced by one or 
two interesting questions which lead to the subject of 
the verses. The poem is read in such a manner that even 
the most regressed patient in the group can feel its 
rhythm and the beauty of the words. The attendant 
moves around the group as he reads, so that each patient 
has the feeling that he is being read to individually. Then 
patients are encouraged to read briefly from the poem. 
Sometimes we only ask one or two to read, and sometimes 
everyone in the group is given an opportunity. We thank 
each one who reads, and those who decline are en- 
couraged to do so at the next meeting. Throughout a 
series of meetings, an effort is made to get every patient 
to read. If necessary, when the reading is completed, 
more questions are asked to connect the poem with the 
theme of the meeting. 

Sharing the World We Live In is the purpose of step 
three. This is done by means of objective questions, care- 
fully planned to develop the subject to be covered. 
Actual objects, pictures, drawings, maps, etc. are often 
used to promote interest and aid in development. There 
are almost no limitations on the selection of subject 
matter, so long as it remains objective and is a topic in 
which the patients themselves will be interested. 

Step three blends into step four, during which at- 
tendant and patients share appreciation of the Work of 
the World. The patient is encouraged to think and talk 
about work in relation to himself. Some may be able to 
tell us how a particular job is done. They may be asked 
to choose between several jobs, or asked what they would 
do if a number of different jobs were available. 

The fifth and last step is the one in which the at- 
tendant creates a Climate of Appreciation by speaking of 
his enjoyment of the group’s participation in the discus- 
sion. We speak of plans for the next meeting, to give 
the patients a sense of continuity and expectation. 


Adaptation to Needs and Possibilities 


The program is a flexible one and must be adapted 
to the patients and to the ward situation. In some groups, 
we have to omit step four entirely. It is useful only when 
it is suitable both to topic and patients. With very re- 
gressed patients, it is often impossible to go beyond step 
three—but of course, the expression of enjoyment and 
appreciation must not be omitted. 
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Patients are encouraged, but not forced, to attend 
Remotivation meetings. Each refusal is met with a hope- 
ful comment that the patient will attend at some future 
date. 


Each meeting usually takes about an hour, but again, 
the length depends on the patients. For the very re- 
gressed, thirty to forty minutes may be enough; others 
are so interested that it is difficult to limit the time to an 
hour. I have often had to continue the same discussion 
in the following session, to allow everyone to have his 
say! 

This new program, with no precedents, naturally gave 
rise to various problems and it quickly became evident 
that some hospital-wide administrative framework was 
called for. Accordingly, we have set up a Remotivation 
Council, to give professional guidance to all personnel 
working with the technique. This Council is made up 
of the clinical director, the director and assistant director 
of nursing, the director and assistant director of ergo- 
therapy, the director of the hospital educational program 
and three attendants. Another committee, composed of 
nurses and aides, has been formed to deal with the 
specific problems precipitated by the varying ward situa- 
tions. ‘This committee passes its recommendations to the 
Council for their action. We also formed a counselling 
service of selected attendants, acting as counselors in their 
areas, who visit group meetings when necessary to give 
help and constructive ideas to other attendants. 

The doctors find that the attendants using the Remo- 
tivation technique do much of the spade-work in prepar- 
ing the patient for therapy. By periodic examination of 
the patient’s progress sheets the physician can determine 
if there has been improvement and if the patient is ready 
for promotion to a more advanced Remotivation group 
or other type of therapy. A physician attending a Remo- 
tivation session may observe his patient’s reaction to 
objective material, thereby obtaining more insight into 
his personality. 


Nurse and Attendant Satisfactions 


The nurses too, feel that they benefit from this pro- 
gram, because the attendants are of greater value to 
them in their work on the ward. And as an attendant of 
a good many years, I can say that this technique has 
given me an opportunity to set up an entirely fresh re- 
lationship between myself and my patients. We are now 
fellow explorers of the real world. I am personally ac- 
quainted with everybody on my ward—not simply as 
patients, but as people. I share with them many of my 
own hobbies, outdoor interests and reading—off-the-job 
parts of my personality which I used to put off when I 
put on my white coat. 


This program challenges all of us to utilize our per- 
sonal resources in our Remotivation classes, and as Mrs. 
Hoskins said “to place this personal treasury of interests 
somewhat at the disposal of the group.” This is as satis- 
fying to the attendant as it is beneficial to the patient. 
At last we are more than mere custodians. We are acutely 
aware of the behavior and reactions of each of our pa- 
tients, and are therefore able to establish a truly thera- 
peutic relationship between them and ourselves. 


The following dialogue is from a tape recording of an a¢ 
Remotivation session at Philadelphia State Hospital. 


A QUARTER OF SEVEN, some of the group were alre 
in the sun-porch. Tables had been pushed back 
chairs had been roughly arranged in a circle. Bill brow 
his walker into the room and joined the group. 
attendant entered, leading Tommy by the hand, 
seated him on one of the chairs. Bruce arrived in 
wheel chair, and immediately wanted a light for 
cigarette. Finally Johnson arrived—he was always 
last one. 

The attendant placed a notebook and some cut 
pictures on a table, and a basin of water on a ch 
He put two cardboards, the kind the laundry puts 
shirts, on the windowsill, and then walked to the cen 
of the circle formed by the chairs. 

“Fellows, I’m glad all of you are here, this eveni 
Some of you weye even here early.” 

“Yeah,” said Jackson, “I’ve been here since six-thir 

When cigarettes were lighted, the attendant said: 
want you to meet Mr. Young. He just came to our 
and I invited him to join our group.” 

Mr. Young smiled broadly, but said nothing. H 
Lee stopped fumbling with the cigarette he was try 
to roll and shook hands with Mr. Young. Harry s 
something, but it was doubtful if Mr. Young unders 
him. It was always difficult to understand what H 
said. 

There was a general mumbling, and the attend 
raised his voice slightly. “Can anyone tell me what 
number one topic of conversation is? What do peo 
talk about more than anything else? 

“Employment?” asked one of the patients. 

“The weather?” asked another timidly. 

“You're right. Did you all hear what he said? Sa 
again.” 

“The weather.” This time with more assurance. 

“Isn’t that true?” asked the attendant. “Well 
how would you describe today’s weather?” 

Joe spoke up right away, “It looks like snowy weathe 
And Bruce said, “I did not look outside today.” 

“Johnson, were you outdoors today?” Johnson 
ground-parole. 

“For hours.” 

“What was the weather like?” 

“Fine for me—cool—no wind.” 

Bruce added, “But naturally it will be cool—co0 
when the sun goes down—understand?” 

“Would you say it was good or bad weather toda 

“Good.” Bruce just had to add more, “In fact it 
what you call excellent weather.” 

“Now tell me, what do you mean by bad weathe 

Then the answers came. “Snowy.” “Rainy.” “A di 
rain that just chills you.” “Stormy weather.” And f 
Bruce, “When there’s a heavy gale blowin’.” 

“Harry Lee, what do you call bad weather?” 

“Stormy weather,” mumbled Harry Lee. 
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ruce’s voice boomed over the rest, “There is no 
e—let me tell you right now—there is no place 
pre you cannot hold a ship up for leeway—when you 
bad weather.” 

bruce again, “There’s that song ‘Stormy Weather’.” 
noring Bruce, the attendant went on, “David, what 
you call bad weather?” David answered, “Foggy, cold, 
ing, snowing.” 

Well now, Bruce said he remembered a song, ‘Stormy 
ather’. Can any of you tell me any other songs 
ten about the weather?” 

oe: “Stormy Weather.” A pause, then “Singing in 
Rain.” 

David contributed “River Stay "Way From My Door.” 
When is the rainiest month of the year?” 

April.” 

All right then, does that suggest the name of a song?” 
April Showers.” 

Bruce inserted, “April showers bring May flowers.” 
What's a song that came out last year about some- 
ly doing something in the rain?” 

Walking in the Rain?” asked Johnson. 

Yes, that’s it! ‘Walking in the Rain’! Now Id like to 
you another question—What is rain?” 


8- 

as UY#Where does it come from?” 

ae B lhe heavens.” “The atmosphere.” 
iders 


It rises from the uh—ocean, and when it gets up so far 
alls,” added Jackson; and then he said, “It uh—now 
real definition of rain—when God sweats, it rains.” 
I never heard that before.” 

Well, that is the truth,” said Jackson with emphasis. 
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© PeHT have a poem here about the rain,” said the at- 
dant, “that I’d like to read to you. I'll read part 
you and you can read part to me. It’s called, Rain 
a § the Roof.” 
a ‘When the humid shadows hover 
Over all the starry spheres, 
—y And the melancholy darkness 
Gentle weeps in rainy tears; 
What a joy to press the pillow 
Of a cottage-chamber bed, 
y: And listen to the patter 
— Of the soft rain overhead.’ 
Van, would you read the second verse for us, please?” 
‘Every tinkle on the shingles 
Has an echo in the heart, 
ol—co# And a thousand dreamy fancies 
Into busy being start; 
r toda And a thousand recollections 
act it Weave their air-threads into woof, 
As I listen to the patter 
weat Of the rain upon the roof. 
es Thank you very much Van, that was nicely read. 
An 


ve you ever been in bed in the morning and heard 
rain on the roof? How did it sound?” 

Soothing. Like a good book.” 

Like a good book. That’s a very nice description.” 


SESSION. 


“How about you Jackson?” 

“Well, since I love the rain, I would describe it this 
way—as a joyous etude to the earth.” 

“That's a beautiful thought—Yes, Johnson?” 

“As you listen to the rain, it has a different—well, 
there are different tunes to it as it falls—you could say 
that the rain sings.” 

“Yes, you could say that very nicely. When you're in 
bed and hear the rain, do you feel like jumping out 
of bed?” 

“Well, if you had to go to work—that’s bad.” 

“Tommy, do you like to hear the rain on the roof?” 

Tommy said nothing; he just looked at the attendant, 
and blinked his eyes. He never answered questions. Some- 
times the corners of his mouth twitched in semi-response, 
but the attendant kept on asking him questions, in the 
hope that, someday, Tommy would talk. 

The attendant continued, ‘“‘Now this rain we’ve been 
talking about, how did we say it got up into the sky?” 

“The heat draws it up.” “The heat, and a certain kind 
of wind.” 

Joe said very positively, ““The rain got up there by 
the Power of God.” 

“Herb, what is your theory of how the rain got up 
into the sky?” 

“The sun draws the water up until the temperature 
gets to a certain point, and it forms into a cloud.” 

“Now, many of you have said that the water, by vari- 
ous means goes up into the sky. When the water goes 
from the earth up into the sky, does it go up in the 
form of drops of water?” 

“No,” said Joe, “Vapor.” 

“Good. Now, what do we call the process of water 
going up into the sky in a vapor?” 

“Distillation?” “Evaporation?” 

“That's right. Now, I'd like to try a little experiment.” 
The attendant walked to the window, and got the card- 
boards and the basin of water. He asked Joe to dip 
both hands in the water, and then make hand prints 
on the two cardboards. He waved one of the cardboards 
in the air. Further questioning brought out the fact that 
moving air helps evaporation. The experiment was re- 
peated, but this time evaporation was helped by a burn- 
ing match. It was then established that the wind and 
the sun help evaporation. They then went into the 
various ways that rain helps man and the ways it is harm- 
ful to man. Next, came the jobs created by rain. 

Finally the attendant said, “Well, I want to thank 
you for coming to our meeting, this evening. I enjoyed 
it, and I certainly enjoyed the way all of you followed 
along in the train of thought. Our next meeting will be 
on Wednesday, same time, same place. Thanks again, 
fellows, and goodnight.” 

He stood at the doorway, and said good night to each 
individual patient. Charlie paused as he went through 
the door. 

“You know, I enjoy these little meetings of yours— 
I think they are a good thing—they relieve the awful 
monotony of the days.” 
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A Psychiatric Word Clinic 


Session Ill— Words Describing Bizarre Behavior and Confusion 


By HENRY DAVIDSON, M.D., Superintendent, 
Essex County Hospital, Cedar Grove, New Jersey 


Tr PREVIOUS SECTIONS of this paper, we have clinically 
examined and analyzed the low-key words descriptive 
of sadness and the high-pressure words applicable to hap- 
piness or agitation and irritability. We have taken into 
consideration their past and their kinfolk, coming to 
realize that words, like people, are affected by associa- 
tions and by personal history. Now we come to those 
words perhaps peculiarly important to our odd specialty, 
which demands that we convey the unknown, the bizarre, 
to colleagues as yet unknown to us. 


Bizarre behavior is, in a sense, the hallmark of psycho- 
sis. We can visualize excited or depressed behavior as a 
variant of normal reaction to good or bad news. But 
bizarre behavior is out of our world. It has no “normal” 
cognate. Some of the words which we have pressed into 
our service to describe such behavior are: abnormal; 
absurd; autistic; bizarre; dissociated; eccentric; erratic; 
hebephrenic; fatuous; fantastic; idea of reference; irra- 
tional; irrelevant; mannerism; paranoid; peculiar; silly; 
foolish; preposterous; whimsical. 


Abnormal means “deviating from the norm.” In theory 
it could mean superior to the norm, though in usage it 
generally means subnormal, or less desirable than the 
norm. Norm is from the Latin word for “rule” (in the 
sense of standard) from the Greek gnomon: that which 
is known. The expected behavior is “that which is 
known”, that is gnomon. Clinically, “abnormal” im- 
plies an unhealthy strangeness. The norm or standard is, 
presumably, “natural.” Deviation from a “man-made” 
standard is indicated by the word “irregular’—an ir- 
regular marriage, an irregular business practice; but, an 
abnormal mass, an abnormal intelligence. 


Absurd. The Latin word for “deaf” is swrdus which 
seems a long way from our term “absurd.” The prefix 
“ab-” here is not a negating prefix (as in abnormal) but 
an intensifying prefix. Absurd: harsh-sounding, silly- 
sounding (unappealing to the ears, deaf in that sense) , 
hence, foolish. The adjective in modern usage means 
“inconsistent with reason.” 


Autistic, like “automobile” and ‘automation’, comes 
from the Greek autos which means “self” or “same.” Auto- 
mobile—goes by itself; automation—self-regulated; autis- 
tic—absorbed within one’s self. Autistic thinking is “sub- 
jective” (again the concept of self) in that the patient 
relates objective material to himself, giving it subjective 
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emphasis. In plain English, “autistic” means dre 
unreal, imaginary and self-preoccupied. 


Coming from the Spanish bizarro, bizarre origin 
meant gallant, brave and manly. From this, the meani 
shifted to “outstanding” and then “out of keeping.” 
rently it means odd, fanciful, fantastic or extravag 
Sensational contrasts are often involved in the cone 
Incongruity is an element of the bizarre. Fantastic ( 
fers in that here the implication is the free play of im 
nation rather than the sensational incongruity of 
bizarre. The Oxford dictionary makes bizarre more 
to whimsical than to sensational, but American usagg 
the other way. 


Dissociation includes within it the Latin socius. 
means an associate and is akin to sequi (follow) , an 
sociate being a follower. There are many words with 
“soci” root meaning to “stick together”, “fit toge 
belong together; hence the opposite: “dissociate.” 

Dissociated thinking is lack of connection betwé 
action and words; or between mood and activity; 
between one part of the personality and another; 
between sentences and thoughts. Do not confuse 
however, with the dynamic mechanism of splitting 
parts of the personality, as in “dissociation reaction.” 


Eccentric is, literally, “off center.” The diction 
meaning is: “departing from the usual.” The gene 
word for out-of-the-ordinary is “strange.’”” When straw 
ness piques curiosity, the behavior then is “singu 
Eccentric implies divergence from the usual; when 
this is added an element of caprice (“goat”) the beha 
is erratic. That word is from Latin err, to journey 
wander, “Erratic” means wandering or wavering, as 
as diverging from the usual. 


Hebephrenic is a strange word with a strange histo 
Hebe, the daughter of Zeus, was the goddess of youth, 
waitress for the gods. Thus, as a prefix, “hebe’’ me 
“pertaining to youth” (precocity or immaturity) . 
Romans made an adjective of it, hebetus, meaning yo 
ful, uninformed, stupid. As a combining form, “hebo” 
“hebe” has two meanings: youthful, precocious; or $ 
pidity, dullness. Thus hebetude is an English word 
dullness. 

In “hebephrenia”, “‘hebe-” means youthful rather # 
“dull.” That is, it identifies a psychosis at puberty. ] 
word “precocious” is from Latin “to cook before” me 
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Thorazine* Spansulet capsules are ideal for outpatients 


New ‘Thorazine’ Spansule capsules provide you and your 
psychiatric outpatients with these unique benefits: 


—Your patients enjoy the convenience of only one or, 
at the most, two doses daily. A single dose in the morning 
provides a therapeutic level of medication that is uniform 
and sustained for 10 to 12 hours. 


—You are assured of better control over your patients’ 
course of therapy because there is little risk of the 
forgotten or irregularly timed doses that are so common 
to multidose tablet therapy. 


Four strengths available: 30 mg., 75 mg., 150 mg. and 200 mg. 
Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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ing “premature” or “ripened early.” Thus dementia 
praecox means a psychosis before ripening (puberty) . In 
a sense “praecox” and “hebephrenia” mean the same, one 
from the Latin, the other from the Greek for “youthful” 
or “immature.” Hebephrenia is silliness with deteriora- 
tion. It occurs earlier than the other forms of youthful 
psychosis and is characterized by incoherence, tearfulness, 
hallucinations and periods of excitement. In the Ameri- 
can Psychiatric Association’s DiaGNostic MANUAL, the 
features of hebephrenia are listed as: shallowness, inap- 
propriate affect, giggling, mannerisms, hallucinations, 
regressive behavior, and delusions often of a romantic 
nature. 


An idea of reference is assignment to yourself of some 
casual incident; as, for instance, a belief that some mean- 
ingless gesture or phrase was meant for you and had 
special significance. 

Irrational has two meanings: (a) beyond the province 
of reason; or (b) contrary to reason. In the first sense, 
poetry and love are irrational, the antonyms being ra- 
tional vs. emotional. In clinical usage, the second mean- 
ing (contrary to reason) is intended. The antonyms are 
rational vs. irrational. Ratio is the basic Latin word: 
“I reason”. Irrational means “not guided by reason.” 
Contrast “irrational” and “unreasonable.” The latter 
means motivated by a strong force which itself is defi- 
cient in reason: unreasonable behavior is powered by pas- 
sion or is not tempered by good judgment. Irrational 
behavior has no apparent control or rational guidance. 
Unreasonable approximates “immoderate.” Irrational 
approximates “absurd.” 


Psychiatric patients often show extraneous thinking. 
Our modern English word “strange” is simply a corrup- 
tion of extraneous: beyond (extra) the familiar. It means 
not applicable or not appropriate to the matter under 
discussion. “Extraneous” is slightly wilder than “irrel- 
evant,” which has the negative concept of “not bearing 
upon the subject” (/evans, raising) whereas “extraneous” 
is a more positive divergence from the subject. 


Mannerism, manners, manage and manual are all re- 
lated terms. They come from manus, hand. Manuarius 
means skillful or handy. A manager is one who “handles” 
things. Skillful living and skillful human relations con- 
stitute manners. An affected gesture with the hands, or 
pose with the hand, is a mannerism—still from manus. 
By extension, a mannerism has come to mean a peculiar 
or idiomatic way of doing something; an elaboration of 
otherwise normal movement patterns; a grimace, ges- 
ture or other oddity of movement. 


Paranoid now has the narrow meaning of “referring 
to a well-organized delusional system.” Actually it was 
once a much broader term, meaning simply “beyond the 
mind” from the Greek para (beyond—as in parapsychol- 
ogy or paramedical) and nous (mind). Paranoid think- 
ing is persistent, long-lasting and well preserved. In prac- 
tice, and unless otherwise specified, “paranoid” refers to 
persecutory delusions, though, in theory, a systematized 
delusion of grandeur or unworthiness would also be 
“paranoid.” 


Peculiar (like “pecuniary”) comes from the Latin 
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peculum, private property. (The root word, pecus is an 
ancient Latin word for “‘cattle.”) Thus “peculiar” meant 
“individual”, characteristic of one person, hence not 
common. This is similar to the etymology of “idiot” 
which, like “idiom,” came from Greek for “one’s own.” 
“Peculate”’, meaning to steal, also comes from peculum. 

The meaning of peculiar as “odd” or “strange” is a 
colloquialism. Properly, the word means different, singu- 
lar, or particular. It should be used to indicate an oddity 
which is particular to one person or small group of per- 
sons. 


Literally, preposterous means “the behind is before.” 
Pre means before, and posterior means behind. Hence, 
“cart before the horse’’—that is, nonsensical, grotesque 
or glaringly absurd. 


The word silly has a curious—one might almost say a 
silly—history; it derives from the German selig, meaning 
holy, then extended to mean kindly, compassionate; 
from there to “in need of compassion”; and then pitiful, 
and finally “simple-minded.” Silly, in psychiatric usage, 
means “foolish” plus “pointless”. Foolish indicates “ill- 
advised”, or lacking in good sense. Fatuous means 
“vacant” or, by extension “vacantly stupid.” 


Words of Confusion 


So many of our patients—and some of our doctors, too! 
—are confused that we have developed a rich lexicon of 
words expressing confusion. Here are some of these terms: 
addled; ambivalent; bewildered; chaotic; clouded; con- 
fabulating; confused; dereistic; disoriented; distractible; 
incoherent; paramnesic; preoccupied; perplexed. 


Addled is cognate to the Gothic adel (urine). The 
word originally meant liquid manure; hence rotten, 
foul or evil-smelling; it was soon applied only to eggs. 
Then it was extended to mean confused and without 
power of development (the addled egg is sterile) and so 
to the modern meaning “confused” (addle-pated) . Un- 
like other words of confusion, “addled” suggests an 
emptiness of mind (a sterility of thought) rather than 
swirling conflict of thoughts. 


Ambivalent refers to having contradictory attitudes at 
the same time. It comes from the Latin amb, which means 
“around” (ambire, meaning to go around, to waver un- 
certainly, and ambi, as “both”, are derived from this) 
and from valere, “to have worth” (value). Hence, am- 
bivalent means to waver in value, to waver in both direc 
tions. 


Bewildered means to be astray without direction; not 
knowing what to do next. As we have seen previously in 
Session I (MENTAL HOSPITALS, November, 1957), 
it is from the German for a wilderness: a pathless waste; 
to be bewildered is to be lost in a wilderness. It should, 
however, be distinguished from confused, agitated and 
distracted. The essence of confusion is inability to sepa 
rate out parts; the essence of bewilderment is lack of di 
rection, not knowing what to do next. 

The bewildered person may be paralyzed by indecision. 
He doesn’t know what to do next, so he does nothing. 
At the opposite pole is the distracted patient who i 
agitated; and in between, the perplexed patient who is 
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Ritalin is a mild, safer cortical stimulant which is par- - 


des at ticularly “efficacious in the treatment of mild to moderate 
means depressions in neurotic and psychotic patients.”” 

er ul- When Ritalin was given for 6 months to 127 with- 
. this) hydrochloride drawn, dull, listless, apathetic, or negativistic institution- 


alized patients, 101 showed improvement in behavior and 
manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 
mental awakening... .”” 


e, am- (methylphenidate hydrochloride CIBA) 
direc 


n; not In depressed states Ritalin provides needed stimulus 
usly in without the wide swings of reaction caused by most stim- 

957 ulants. It rarely causes palpitation, jitteriness, or hyper- 
l ’, excitation; has no appreciable effect on blood pressure, 
waste; 


pulse rate or appetite. 


Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: TABLETS, 5 mg. (yellow) and 10 mg. (blue); bottles 
of 100, 500 and 1000. TABLETS, 20 mg. (peach-colored) ; bottles 
of 100 and 1000. 

References: 1. Noce, R. H., and Williams, D. B.: Personal communica- 
tion. 2. Ferguson, J. T.: Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, lowa City, Iowa, Sept. 


9, 1955. 
¢ IB A SUMMIT, N.J. 2/2196 
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Achievement Awards Rules Changed 


The Consultants of Mental Hospital Service 
have recommended that in the future, the an- 
nouncement of the Achievement Award winners 
be made at the Mental Hospital Institute, at 
the formal dinner, instead of at the A.P.A. An- 
nual Meeting as in past years. In order to keep 
this program before the entire membership, 
however, it was agreed that a notice of the 
Award winners would be sent to the American 
Journal of Psychiatry. 

The instructions for submitting entries, there- 
fore, will be carried in the February issue of 
MENTAL HOSPITALS, and the latest date 
for receiving entries will be the 15th of April, 
1958. 

There will be certain changes in the rules 
this year, so please do not submit your entry 
until the announcement is made next month. 
Meanwhile we recommend that you discuss the 
matter with your hospital staff, and decide 
which of your many programs is of sufficient 
general interest and value to be submitted. 

The old category of “over-all hospital im- 
provement” is to be abandoned in favor of more 
specific developments. One purpose of this 
change is to encourage the “better” hospitals, 
which may have made an outstanding advance 
in one area of operation, to apply for an Award. 


more bothered than the bewildered one, less agitated 
than the distracted one. 


Perplexed is a degree of confusion between bewilder- 
ment and distraction. The distracted patient is pulled 
every which way. The bewildered patient is, in a sense, 
paralyzed with indecision. The perplexed patient is “at 
a loss”, and to that extent bewildered; but he has more 
emotional tone and shows more motor activity than the 
typically bewildered person. The perplexed patient is 
disturbed and bothered. The Latin stem plic refers to 
“folds”—as in such words as duplicate and triplicate. 
Hence the “perplexed” person is put into pleats or folds, 
and, in that sense, has confusion and a furrowed brow. 


Chaotic means completely confused or disordered. The 
antonym of chaotic is “cosmetic” (neatly ordered) . The 
Greek chaos (akin to “chasm”, a void) was the primitive 
disorder out of which came cosmos (harmony, neat 
order) , the organized world. 


Clouding of consciousness is an impairment in the 
ability to receive and interpret impressions. The terms 
“cloud” and “clod” were originally the same, meaning 
“mass” or “lump.” “Clot” is the same word too, meaning 
“a little mass stuck together.” Conscious and conscience 
are etymologically the same word: con plus scire: to 
know together. 


Confabulation is a loss of memory with the gaps filled 
in by fantasies. It is not the telling of lies with deliberate 


intent to defraud. The patient is distressed by his loss 
of memory and protects himself by filling in the void 
with fantasy. Historically, “confabulation” has no impli- 
cation of telling “fables” or “fibs.” Originally it meant to 
“talk together in familiar or informal fashion.” At worst 
it meant to prattle. The “fabulate” part is derived from 
the old Latin fari, to speak or report, and also is related 
to “fame” or Greek phono, i.e., to speak. Fame originally 
meant “spoken about.” Thus, originally “‘confabulate” 
merely meant to talk on, to prattle. It is derived from a 
root which meant something famous, something talked 
about, not something fictitious. The colloquial “fib” is 
from “fable” and bridges the two meanings. Paramnesia 
is falsification or distortion of memory. If memory gaps 
are filled in by fantasies, the process is called “confabula- 
tion.” Confabulation is a species of paramnesia. Indeed, 
any memory distortion is a paramnesia. 


Confusion is an embarrassed failure to separate out the 
parts. Or, expressed more broadly, confusion is “mixed- 
up” contact with reality. It comes from the Latin words 
con and fundere. The first word means “with” or “to- 
gether.” Fundere means “to pour” (akin to “funnel”). 
Hence, confundere to mix together or to jumble. Fundus 
means bottom, (fundere to pour out, to empty from the 
bottom) as in “foundation.” (Note also the anatomic 
use of “fundus” meaning “bottom.”’) 


Dereistic thinking is illogical or unreal thinking. It 
comes from the Latin de (off, away from) and res 
(thing) : off the thing—not logical. 


Disorientation is the patient’s failure to identify the 
time, the place or the people around him. In Latin, orio 
means “to become visible.” The place where the sun 
first becomes visible is, therefore, oriens. Hence orient 
means “east.” To be oriented is to know which way is 
east—to get your bearings. 


Distractibility is failure to concentrate on a line of 
thought, because of casual external stimuli. It is from 
the Latin trahere, (to draw—as in the word “traction”) 
and means “drawn apart” or “pulled apart.” The dis 
tracted patient is bothered by the disability. While the 
bewildered patient does nothing because he does not 
know what to do, the distracted patient is impelled 
do too many things at once. 


Incoherent means, literally, “not holding together.” 
The Latin herare means “to stick.” (Adhere means 
“stick to.”) A person’s words are incoherent if they do 
not “stick together.” Thus the essence of incoherence is 
the lack of connectedness. Incoherent speech is disjointed 
speech—again introducing the element of “joining” of 
“sticking together.” 


Preoccupation is self-absorption with indifference t 
other matters. It is something like brooding, but in pre 
occupation the emphasis is on self-absorption while 
brooding it is on a sense of depression or melancholy. 
Preoccupation is from a Latin phrase meaning to be 
taken upon or seized upon. 


The final Session, in March, will deal with 
Words of Withdrawal or Indifference. 
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Laundry Equipment and Maintenance 


ADMINISTRATIVI 


‘Feature 


By JULIUS KRASNER, Director of Laundry Services 


AUNDERING is a highly specialized, 
L scientific industry, concerned with 
the problems of labor, machinery, 
technical sciences, and production. A 
good hospital laundry is, therefore, 
the result of detailed knowledge and 
careful planning. It requires maxi- 
mum utilization of potentials of labor, 
space and machinery. As the size and 
complexity of the laundry operations 
increase, certain facets should receive 
special emphasis. These are the design 
and layout of plant and equipment to 
meet needs; the training of personnel; 
and the establishing of effective main- 
tenance. 

To arrive at adequate layout plans 
for a proper laundry design, certain 
detailed data are needed. What may 
be applicable in an installation for 
one type of hospital may not serve the 
purpose for a different type of hos- 
pital. We must consider the produc- 
tion requirement, and we must know 
the type of hospital. 

Machinery requirements for a 100 
bed hospital are entirely different 
from machinery requirements for a 
1,000 bed hospital. I don’t mean to 
imply that it requires ten times the 
machinery for a 1,000 bed hospital, 
but where volume permits, a more 
productive type of equipment, such 
as self-unloading washers, and self- 
unloading extractors should be used. 
An investment of this type for a 100 
or 150 bed hospital is not warranted. 

Linen requirements vary widely ac- 
cording to the type of hospital. For 
example, in a tuberculosis hospital, a 
patient's daily linen requirements may 
average four to five pounds; in a 
neuropsychiatric hospital, linen re- 
quirements may be eight to ten 
pounds; whereas in a general hos- 
pital, linen requirements may average 
twelve to fourteen pounds per patient, 
per day. We need this information in 
order to determine how our equip- 
ment layout is going to be planned. 


Barnes Hospital, St. Louis, Missouri 


Accurate production requirements 
are essential to selecting the most suit- 
able equipment. Recently I was asked 
by the administrator of a hospital to 
help advise on laundry equipment 
needs. They had no statistics, and no 
records of poundage, but they esti- 
mated they were laundering approxi- 
mately 50,000 pounds weekly. I ad- 
vised that they weigh all their ma- 
terials for a period of a month to find 
out how much they actually were 
laundering. At the end of a month, 
the records showed that their weekly 
average was slightly under 20,000 
pounds! I advised them, in this in- 
stance, to purchase machinery capable 
of laundering 30,000 pounds per week. 
The additional 10,000 pounds leeway 
provided for an expansion to the hos- 
pital that was in progress, and allowed 
a reasonable reserve for emergencies. 
Without this information they might 
have set up a laundry department that 
would be a monstrosity rather than 
an effective and efficient organization. 


Computing Production Needs 


We must also plan laundry pro- 
duction on the basis of the number 
of days and working hours that the 
laundry department operates. Where- 
as the linen requirements per patient 
day are based on seven days a week, 
the laundry department may work 
only five or six days a week. Thus, 
if a hospital has a requirement of 
10,000 pounds of linen per day, or a 
total of 70,000 pounds per week, and 
the laundry department is to operate 
six days, it must produce approxi- 
mately 11,600 pounds daily. If the 
laundry department operates on a 
five day schedule, the daily produc- 
tion requirements will be 14,000 
pounds. We must therefore plan ade- 
quately the equipment needed on the 
basis of the number of days and hours 
the plant is going to operate to meet 
the linen requirements of the hos- 


pital. Provision should be made for 
holidays when the laundry depart- 
ment does not operate. 

A most important factor which 
must be considered is the type of 
linen control system that is used in the 
hospital. There are two basic linen 
systems: centralized and decentralized. 
Under the centralized system, all the 
soiled linens collected from the vari- 
ous divisions are laundered together 
and are returned to a central linen 
room for distribution. Under the de- 
centralized system, soiled linens are 
laundered for a specific division or 
ward, and are returned to that di- 
vision or ward. Thus the type of linen 
system in use will determine, to a 
large degree, the type and capacity 
of equipment to be selected. For ex- 
ample, a 42 x 96 two-pocket wash 
machine has a capacity of approxi- 
mately 400 pounds. In a centralized 
system this machine and others like 
it can be operated to its capacity. On 
the other hand, if the hospital is 
operating a decentralized system, this 
size machine may not be proper. For 
example, one division may send 170 
pounds of soiled linen, while another 
division will send 90 pounds. These 
are each loaded into separate pockets 
(compartments) of the machine. The 
total of the two units of linen being 
washed is only 260 pounds, as com- 
pared with the machine’s capacity of 
400 pounds. This is a definite penali- 
zation of efficiency and production. 

The installation of balanced units 
(washers and extractors having the 
same capacity) should be used where 
volume permits. For example, a 400 
pound washer should be used with a 
400 pound extractor. I have been in 
laundries where the “Y” type wash- 
ing machines with 1,000 pound ca- 
pacity are used with 400 pound self- 
unloading type extractors. This is an 
unbalanced installation. Such an in- 
stallation necessitates the purchase of 
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extra extractor containers, and also 
necessitates providing room on the 
wash floor to store them until they 
are to be used. Such an arrangement 
also involves a lot of extra handling. 

Efficiency in operation is a major 
consideration in selecting laundry 
equipment. For instance, the 1,000 
pound wash machine (“Y” type wash- 
er with 2 vertical partitions making a 
total of nine compartments) requires 
50 to 60 minutes to complete a wash 
cycle. A 400 pound unloading type 
washer will wash a capacity load in 
25 to 30 minutes. The “Y” type washer 
requires 20 minutes or more for two 
men to empty and reload, whereas 
the 400 pound unloading washer can 
be unloaded and reloaded in less than 
four minutes. An automatic unload- 
ing type washer can produce 16 loads 
per 8 hours of operation as against 
7 loads in the “Y” type washer. In 
corresponding time, two 400 pound 
automatic unloading washers (total- 
ing 800 pounds) will produce 20 per- 
cent more work than a 1,000 pound 
washer. 


Another factor which should be 
considered when selecting equipment 
for the laundry is the possibility of 
contamination. If, during the cycle of 
unloading a 1,000 pound washer, an 
employee should load a compartment 
before the machine is completely 
empty, there is the chance that clean 
linen, still in the machine, may be 
contaminated. 

Still another consideration is me- 
chanical failure. A breakdown of a 
1,000 pound machine means the loss 
of the equivalent of 1,000 pounds of 
processed linen as compared to 400 
pounds in a 400 pound machine. 

In the final analysis, machinery is 
really a medium for increasing the 
productive ability of the individual. 
If the employees are not properly 
trained to get maximum production, 
additional machinery and personnel 
will be needed. 

To get the maximum efficiency 
from labor means the proper training 
of the employee in methods and pro- 
cedures and in the use of machinery. 
In addition to training, monetary and 


Is Your Laundry Crew Operating Efficiently? 


By MILFORD FLINT, Laundry Manager 
Pineland Hospital and Training Center, Pownal, Me. 


Possibly of late you have felt the 
laundry situation in your institution 
is not wholly satisfactory. Before call- 
ing the laundry manager, ask yourself 
these questions: 

1. Must he use disturbed or retard- 
ed patients through choice, or under a 
“Work Therapy” plan dictated by the 
necessity of keeping within the bounds 
of an inadequate operating budget? 

2. Were the patients carefully 
screened by studies of their case rec- 
ords, interviews, I.Q. and aptitude 
tests before being assigned to the 
Laundry Department? 

3. Do the patients receive consid- 
eration for their efforts in the form of 
a small canteen credit; the privilege of 
selecting their “best” clothing from 
the variety available in the Stores De- 
partment, or eligibility to attend, un- 
der supervision, sports and other en- 
tertaining events off the institutional 
grounds? Isn’t it necessary to provide 
patients with an incentive to motivate 
them on their road toward rehabilita- 
tion? 
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4. What is the Patient-Employee 
ratio in the Laundry? Are there suf- 
ficient employees to train, supervise, 
settle petty differences, protect the pa- 
tient against accidents, and yet main- 
tain production at the required level? 

5. Has the Institution gradually in- 
creased its patient population over a 
period of years? Did the Laundry and 
other Service Departments receive 
consideration enabling them to keep 
pace with this growth? When was the 
last new equipment purchased? Did 
the Manager have a voice in the pur- 
chase? Was he satisfied with what was 
purchased or was the choice limited by 
lack of funds? 

6. Are wages, housing, and working 
conditions such that they attract the 
type of employee a manager needs to 
maintain quality and volume of pro- 
duction? 

What better time than the present 
to consult with your laundry manager 
and formulate plans that will “iron 
out the wrinkles” that are causing 
both of you discomfort? 


social incentives must be established. 
In order to get maximum efficiency 
from equipment, the plant must have 
proper machinery, in good condition 
and giving uninterrupted service. 

The importance of proper layout 
of machinery cannot be over-empha- 
sized. Even a capable press operator 
may have her production curtailed by 
50% or more because her machines 
are installed too far apart. This causes 
the operator to make unnecessary 
steps, which in turn causes “operator 
fatigue”. Many institutional laundries 
have equipment that is more than 
adequate, and yet have difficulty get- 
ting their work done because of such 
layout errors. 


Early Maintenance Vital 


The maintenance problem, of 
course, starts with the installation of 
the first piece of equipment. In order 
to safeguard against many serious ill 
nesses, life insurance companies urge 
policy holders to have periodic check- 
ups. This principle also applies to 
maintenance of the laundry equip- 
ment. If the small things are taken 
care of immediately, major break- 
downs will, to a large extent, be avoid 
ed. The manufacturer’s recommenda 
tions about lubricants and _ periodic 
lubrication should be followed dili- 
gently. Many of the commercial laun 
dries keep a card index system. Listed 
on this card is the equipment pur 
chase date, its installation date, it 
last lubrication dates, and parts re 
placement. By looking at the card, the 
laundry manager can tell how that 
particular machine is operating. In 
this way he can find if a machine has 
been in service long after it has passed 
its usefulness and is costing the or 
ganization more money in mainte 
ance than would amortization of 4 
new piece of equipment of the same 
type. Such a card index must be kept 
up to date or it has no value. 

Good housekeeping is important in 
laundry operation. Good housekeep 
ing is good preventive maintenance. 
Keeping a plant clean eliminates fi 
hazards, and directly influences t 
morale of the laundry employees. 


Good laundry design and machinery 
layout, proper maintenance and well 
trained laundry personnel all add 
to an efficient and productive hospi 
laundry department. 
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All Employees Are “Public Relations” People 


By A. C. YOPP 
formerly Asst. Dir., Kansas Division of Institutional Management 


How can employees on all levels 
contribute to and help maintain a 
good reputation for their hospital? 

Believing that the reputation of the 
employees living in the community or 
visiting it regularly from the hospital 
reflects credit or discredit on the hos- 
pital itself and its program, the pub- 
lic relations officer of Topeka State 
Hospital meets regularly with various 
groups of employees to discuss this 
important part of their responsibility. 


Employees are told that everything 
they say and do influences public 
opinion about them and the hospital 
for which they work. Public relations 
is, in part, the process of making 
friends. Employees have the respon- 


sibility for making and _ keeping 


friends for the hospital. 


Much emphasis is placed on the | 
importance of hospital ethics. It is 


undesirable for any employee to dis- 


cuss hospital patients with outsiders — 
under any circumstances; this prac- | 
tice causes people to lose confidence | 
in the hospital. The patient has a | 
right to medical privacy and each em- | 


ployee must adopt a positive attitude 
toward the individual dignity of the 
patients. He is employed by the pub- 
lic to help in the restoration of the 
patient’s health; he is therefore the 
servant of the patient, and not his 
master. In keeping with this philos- 
ophy he should observe the ordinary 
courtesy of addressing a new patient 
as Mr. or Mrs. rather than immedi- 
ately by the first name. When patients 
return to their homes, their impres- 
sion of the hospital and its employees 
will have much to do with the kind 
of reputation the hospital establishes 
and maintains. 


For the same reasons, employees 


should avoid discussing their com- | 
plaints and grievances with other em- | 
ployees and with people outside the | 
hospital. This practice, too, causes | 


people to lose faith in the administra- 
tion of the hospital. There are proper 
channels for the remedying of gen- 
uine grievances; gossip and complaint 
are unproductive. 

Most visitors have only brief per- 
sonal contacts with the hospital, and 


will therefore infer that the small 
part of the operation they witness is 
typical of the whole organization. The 
attitude of employees towards visitors 
is therefore of the utmost importance. 
Their time on the job belongs to the 
patients; they should apply themselves 
constantly to this task and avoid the 
appearance of congregating for self- 


amusement. They should greet peo- 
ple and make them comfortable, but 
tactfully refuse to discuss patients. 
This is the task of the physicians and 
the social workers. 

The hospital believes that this reg- 
ular public relations program has 
paid dividends by establishing in each 
employee a sense of responsibility and 
pride in the hospital, in his job, and 
in the community in which he works. 
Personnel turnover has decreased by 
about half, and this program is 
thought to be partly responsible. 


“ITS A REVELATION to behold the improvement in 
behavior of our patients since we’ve been using merchandise 
from Karoll’s. Treatment and care are simplified. We 
have time to do a better job. And we're saving money.” 


ELGIN SYKO WARD-O 


CHEST-O-BED 


The space-saving bed ensemble 


with THERAPEUTIC 
benefits! 


WARD-O-BED is also 
available in two-door 
back-opening models. 


“This is it!” That’s the unanimous reaction of all 
hospital officials who haye seen the WARD-O-BED. 
The headboard wardrobe is security type, spring 
bolted to corner—same as the chest. 45 
or 60”, (including 4” feet with glides); width 36’; 
depth, 74”. Both side and back-opening doors lock 
with chest key. An ensemble that’s perfectly prac- 
tical and practically perfect for all 

use. Wire or write now for further details. 


eight, 


institutional 
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KOROLLS, INC. 


INSTITUTION DIVISION 
32 North State Street 
Chicago 2, Illinois 


Canadian Distributors 


SIMPSON’S 


45 Richmond Street, West 
Toronto, 1, Canada 
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aici in any field of manage- 
ment proves that there is at least 
one common problem. It relates to 
the fundamental objective of any or- 
ganization—getting things done. The 
problem is to find the best means of 
obtaining and retaining the motive 
power—people—to operate a business, 
a project, or an institution. People 
and brain power are the real motiva- 
tion in any organization. 

In a mental hospital, manpower 
can almost be considered as the sole 
motive power. True, machinery is 
used to run its powerhouse, its laun- 
dry, its kitchens, and so on. However, 
the successful attainment of such a 
hospital’s objective—the most humane, 
enlightened and efficient care and 
treatment of its patients—is dependent 
almost entirely upon the interest, the 
ability, the character and the knowl- 
edge of all its staff—medical, admin- 
istrative and maintenance. 

Much has been written and spoken 
on the subject of “personnel selec- 
tion” and there are a variety of meth- 
ods of recruitment. Nevertheless, in a 
highly competitive market, and with 
salary limitations in some cases fixed 
by law, the problem of recruitment 
seems at times almost impossible of 
solution. 

This being so, it is most important 
that once having gone through the 
agonies of recruitment, selection and 
training of employees, some way 
should be found to encourage in them 
a sense of pride and pleasure in their 
day-to-day accomplishments, and a 
feeling of loyalty to the hospital and 
to its program, as well as an attitude 
of responsibility for the welfare of 
the hospital's patients. If this can be 
done, a large number of employees 
will resist the temptation to change 
jobs because the pastures are greener 
elsewhere. 
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Employee Recognition and Reward 


By HERBERT E. WEIFENBACH 
Chief, Business Management Branch 


St. Elizabeths Hospital, Washington, D.C. 


There have been many suggestions 
for stimulating employee interest in 
the jobs and in the organization. Most 
of the ideas are worth considering. 
Whether they are of value to a par- 
ticular organization depends generally 
upon the type of organization, its 
physical location, size, financial con- 
dition, etc. 


Awards Encourage Improvement 


A system of incentive awards, as 
established by the Federal Govern- 
ment has proved successful in Saint 
Elizabeths Hospital, which is an agen- 
cy of the United States Department 
of Health, Education, and Welfare. 
Considerable progress has been made 
in improving employee relationships 
and increasing employee interest and 
participation in attainment of organ- 
ization objectives through this means. 
The purpose of the program is not 
only to confer honor and distinction 
on the few truly exceptional workers, 
but also to encourage all employees 
to participate in improving the efh- 
ciency and economy of operations 
and to reward those who do so. 

As in all human endeavor, the suc- 
cess of an idea depends to a high 
degree upon the sincerity and enthu- 
siasm of its sponsors, upon the thor- 
oughness with which the plan is 
worked out, and upon the selling 
effort which is put into it. If the 
foundation is well laid, the structure 
will stand, and the idea has more 
than an average chance of acceptance. 

The Incentive Awards system offers 
two principal direct benefits to em- 
ployees— 

1. Cash rewards for employees’ ideas 
concerning more efficient and more 
economical ways of performing the 
many tasks involved in the operation 
of the hospital. This part of the plan 
is termed the Employee Suggestion 


Program. It is open to each and every 
employee. 

2. Recognition by supervisors of 
service by employees or groups of em- 
ployees above and beyond the call of 
duty. This is known as the Sustained 
Superior Performance Award Pro 
gram. The employee or group nomi 
nated and approved receives a cita 
tion and a monetary award. 

To determine Superior Perform 
ance, it is necessary first to establish 
normal performance requirements 
and then follow as uniformly as pos 
sible some general rules for recogniz- 
ing performance above that level. The 
following is quoted from the “US 
Civil Service Commission Guide for 
using Superior Performance Award to 
Improve Government Operations”: 
ESTABLISHING PERFORMANCE 
REQUIREMENTS 

A performance requirement is an 
understanding, oral or written, be 
tween a supervisor and an employe 
as to what the employee must do um 
der existing conditions in order thal 
his performance be considered satis 
factory. Thus, performance require 
ments are standards against which the 
quantity and quality of work can be 
evaluated. They tell how much work 
must be done and how well it must 
be done. They may be expressed it 
the following terms: 

Quantity of acceptable work units 
per period of time; time within which 
work must be completed; effect de 
sired; method to be used when the 
use of other than standard methods 
would produce unacceptable results; 
physical characteristics of the prod 
uct; accuracy of results; manner 0 
doing, when pertinent to the adequatt 
performance of a specific task. 


SPECIFIC PERFORMANCE 
REQUIREMENTS 
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requirements may be stated when the 
tasks involve the handling of easily 
identifiable work units: 

1. Has not more than 5% of work 
units returned for redoing. 

2. Produces 50 acceptable work 
units per day. 

3. Files 250-275 pieces of corre- 
spondence per day. 


PERFORMANCE REQUIREMENTS FOR 
INTANGIBLE TASKS 

The following are examples of how 
standards can be formulated for tasks 
of a more intangible nature: 

1. Accomplishes 90% of all assign- 
ments independent of supervisory as- 
sistance. 

2. Trains apprentice workers so 
that they are qualified to assume jour- 
neyman duties within 6 months. 

3. Speaks clearly and_ distinctly 
enough to be understood by the audi- 
ence. 

4. Gives prompt and courteous an- 
swers to questions by office callers. 

5. Complies with all pertinent reg- 
ulations in maintaining and disposing 
of records. 


LEVEL OF PERFORMANCE FOR AWARD 


Superior performance is perform- 
ance which surpasses the range of 
normally expected performance. The 
possibilities for varying levels of per- 
formance above normal expectations 
are many. An employee might be 
superior on quality of his work and 
be satisfactory in all other respects. 
He might be superior on quality and 
quantity and be satisfactory in meet- 
ing other requirements. When he be- 
comes superior in all factors, he is in 
the upper range of superior perform- 
ance, a level of performance in all 
aspects of assigned work which ex- 
ceeds normal requirements to such an 
extent that each is considered worthy 
of special commendation. 

Establishing the upper limit of sat- 
isfactory performance beyond which 
awardable performance begins can 
seldom be done with a precision 
§ which will substitute for human judg- 
ment in each specific instance. It can 
be said in general that the minimum 
required level should not be so high 
as to be unattainable by employees 
who are generally recognized as per- 
forming in a superior manner, nor 
so low that awards lose their signifi- 
cance by being easily obtainable. To 
the extent that the performance con- 


sists of numerically measurable pro- 
duction, the level can be established 
mathematically, such as 25% above 
standard. The minimum level for su- 
perior performance of a more intangi- 
ble nature cannot be established abso- 
lutely. It can only be said that the 
beginning level of the superior per- 
formance should be established so 
that there is general agreement among 
responsible and informed opinion that 
a reward is well-deserved. 


It is necessary to establish some 
minimum period of time during 
which sustained superior job perform- 
ance was maintained by the employee, 
and a period of six continuous months 
within any year for primarily non- 
production type jobs is considered 
acceptable for this purpose. A lesser 
period would generally be insufficient 
time in which to evaluate this type 
of work thoroughly. A period of three 
months may be appropriate for some 
production type jobs. 

In our hospital, over a period of 
approximately a year, the following 
types of employees have received rec- 
ognition for Sustained Superior Per- 
formance: head nurse; nursing assist- 
ant; machinist; engineer foreman; 
firefighter; creamery man; clerk-typist; 
assistant director of volunteer serv- 
ices; seamstress; director of social 
service; secretary; assistant file unit 
chief; electrician; and sheet metal 
foreman. 

Success in this program is much 
more certain if the enthusiastic inter- 
est and support of top management 
and supervisory personnel down the 
line can be depended upon. In our 
hospital this support is given unequiv- 
ocally. 

The program in operation works 
like this: 

All employees are eligible. 

Suggestions for improved operations 
or procedures originate with employ- 
ees and are sent up through channels 
—usually through not more than three 
echelons—the section or unit, branch 
and division. 

Recommendations for superior per- 
formance awards are originated by 
supervisors and are submitted through 
the same channels. 

The superintendent has created a 
Board on Employee Awards, compris- 
ing five representatives from all 
branches of the hospital — medical, 


nursing, administrative and mainte- 
nance. 

Following approvals by section, 
branch and division heads, the em- 
ployee’s suggestion or the recommen- 
dation for award is presented to the 
Board for consideration, with proper 
justifications. 


The Board on Employee Awards 
meets periodically and reviews the 
proposals of the various supervisors, 
making final recommendations to the 
Hospital Superintendent as to accept- 
ance or rejection, and indicating the 
recommended amount of award to be 
granted. This amount varies from $25 
to $500 and unless there are unusual 
circumstances involved, the Board ad- 
heres to a uniform scale which is re- 
lated to the salary of the employee. 

Upon subsequent approval by the 
superintendent the awards are pre- 
sented at a ceremony usually attended 
by the superintendent, assistant su- 
perintendent, division and branch 
heads, and fellow workers. Generally 
the superintendent personally delivers 
a commendatory letter and check to 
the individual with appropriate com- 
ments. At a later date the ceremony 
is written up in a hospital release in 
which all awardees are listed. 


As part of the general plan it is 
also urged that where employees have 
been given awards, either for sugges- 
tions or for superior performance, 
supervisors will give these employees 
careful consideration in making pro- 
motions. 

No plan is perfect. Because of over- 
work or lack of interest, some super- 
visors undoubtedly overlook employ- 
ees who richly deserve consideration. 
This can and does cause some bitter- 
ness. However, by constant reminders 
in staff meetings and through written 
communications, supervisors are made 
aware of the importance of this pro- 
gram, and are generally cooperative. 

It is well recognized that conflict 
between employer and employee can 
best be overcome by an understanding 
that they are both engaged in a com- 
mon activity and are interdependent. 
The recognition and reward of em- 
ployees for special acts or continuous- 
ly efficient service is one way for the 
boss to tell his people of his aware- 
ness of their cooperation and interest 
in this mutual effort to render the 
best possible service to our patients 
and our community. 
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Program For 


THE FIRST MENTAL HOSPITAL DESIGN CLINIC 


January 16-17, 1958 


Conference Room, American Psychiatric Association 
1785 Massachusetts Avenue, N. W., Washington, D. C. 


Theme: Designing, Furnishing and Decorating a Mental Hospital 


l. Writing the Program for Treatment I. 
THURSDAY, JANUARY 16th 


9:30 a.m. Introduction to the Clinic 
10:00 a.m. The Psycho-social Needs of Mental Patients and How the Hospital 
Can Meet Them: 
The Psychiatric Program 
The Architectural Setting 
Discussion 
2:00 p.m. Review and Appraisal of selected construction projects in Ohio: 
100 bed children's unit at Dayton Receiving Hospital 
100 bed reception unit at Longview State Hospital 
Central food preparation unit, Columbus State School 
Discussion on the importance of coordinating individual 
projects with state-wide plans. 
8:00 p.m. “Around the Mental Hospital World" 


A discussion, with colored slide illustrations of an architect's world 
tour to study foreign mental hospital architecture. 
FRIDAY, JANUARY 17th 


9:00 a.m. A review and appraisal of proposed intensive treatment unit at 
Central State Aespital, Indianapolis. This project exemplifies 
unique coordination between psychiatrists and architects in the 
development of a program and its translation into design. 
Discussion 


2:00 p.m. 
at the Delaware State Hospital, Farnhurst. 


Review and Appraisal of Plans 


Formulation of recommendations for hospital furniture in the 
new unit 


Discussion and Questions 


Consultants and Guests 


Emerson Goble, A.I.A., Managing Editor, Architectural Record, New York, N. 
Kyo Izumi, Architect, Regina, Saskatchewan 
Slocum Kingsbury, A.I.A., Architect, Washington, D. C. 
‘Tonia Consultant, Hospital Furniture, Inc., Chicago, ll. 
Humphry Osmond, M. D., Superintendent, Saskatchewan Hospital, Weyburn 
ospital Section, A.I.A., Washington, D. C. 


Colin McLean, 


Eric Pawley, A.I.A., Secretary, 


Presentation of new 175 bed acute convalescent unit Mr. 


Furnishing the Stage for Recovery 


Daniel Blain, M. D 


Humphry Osmond, M. D. 
Kyo Izumi, Architeet 
Consultants and Guests 


Robert A. Haines, M.D., Dir, 
Mental Hyg. & Corrections 

James M. Cunningham, M.D., Supt. 
Richard M. Larimer, Arch., Dir, 
Dept. Public Works; George Kester, 
Engr., Dept. Mental Hyg.; George 
Mayer, FAIA, Consult. Arch,; 
George W. Baldwin, Engr. & Arch, 
Capital Planning Div. 

Consultants and Guest 


Alston G. Guttersen, 


Dr. C. L. Williams, Superintendent 
John Fleck, A.I.A. Archited 


Consultants and Guest 


Alexis Tarumianz, Business Administrate 


Mr. Joseph Carbonell, Archited 
A staff nur 


Consultants and Guess 


Mr. Colin McLe 
Consultants and Gue 


Mabel Ross, M.D., U. S. Public Health Service, New York, N. Y. 


Professional Staff 


Daniel Blain, M. D., Medical Director, A.P.A. 


Charles E. Goshen, M.D., Architectural Study Project 
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Principles and Processes of Soundproofing 


Practical Acoustical Considerations in 
y Planning New Construction or Renovating Old Buildings 


 ysape CONDITIONING is receiving increasing emphasis 
in the planning of mental hospitals. Much is known 
today about noise, what causes it and what can be done 
to reduce or eliminate sound irritations. 

Compensation against excessive noise is particularly 
important today when economic pressures force the use 
of thin walls, light masonry, partial-height partitions, 
and other modern refinements which have compounded 
the problem. The modern fireproofed hospital is fre- 
quently a noisy place because of this more open design 


A.1.A 


Quiet is an asset in the X-ray department. Hard-surface 
materials such as tile floor, wood paneled wall, and X-ray 
equipment, “bounce” back sound waves as much as 95%,. 
Noise is absorbed by fissures and perforations in ceiling 
tile. Similar treatment would be desirable in electroshock 
and other treatment facilities. 


By GILBERT DEAN, Simpson Logging Company, Shelton, Washington 


and because of the extensive use of highly sound-reflec- 
tive interior surfaces. Indeed, there is scarcely any part 
of a hospital in which sound absorbent treatment could 
not be installed to advantage. 

Sound easily penetrates light construction, and propa- 
gates itself along open corridors and into patient rooms. 
Noise is neither kept out of rooms nor adequately con- 
fined to them. In attempting noise control, the hospital 
is at a disadvantage; it is impractical to carpet rooms as 
in a hotel, and doors are generally left open so that 
patients’ sounds can be heard by the nurses or attendants. 

Thus privacy and quiet for proper patient treatment 
and recovery depend largely upon interior room sound 
conditions. This may be accomplished by the use of 
acoustical materials, which by absorbing sound waves 
to a high degree, thus reducing noise, will measurably 
add to the comfort of patients and employees. 

The phenomenon of sound may be described as energy 
in action. This energy moves at certain fixed speeds in 
concentric waves traveling from the point of origin out- 
ward until an object is met or the waves are dispersed 
in the atmosphere. Sound is measured by a unit called 
a “decibel.” Normal conversation in a room reaches from 
50 to 60 decibels; when noise reaches a level of approxi- 
mately 100 decibels it becomes physically irritating. The 
ideal hospital noise level is below 35 decibels. 

There are two general types of obstacles or surfaces 
which will cause change in the movement of a sound 
wave: (1) a reflective surface, and (2) an absorptive sur- 
face. Sound waves “bounce” off reflective surfaces just as 
light is reflected in a mirror, while absorptive surfaces 
cause sound waves which fall upon them to diminish or 
cease altogether. 

Reflected or reverberated sound is a basic acoustical 
problem. It causes distracting and irritating noise be- 
cause the audibility of sounds is prolonged. When waves 
strike hard-surface materials—common in institutional 
construction—they ricochet from surface to surface, 
growing in intensity and becoming difficult to locate. 
Distant sounds seem to originate from sources much 
closer than they actually are. Intelligibility of speech is 
lowered even at short distances. Noise begets noise be- 
cause people raise their voices above the normal level, 
thus increasing the general noise throughout the area. 

Most annoying are the sudden, unexpected sounds 
which cause the heart to beat faster and blood pressure 
to rise. All of us have been jarred by a new or unusual 
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Reception room at the new Maywood 
Hospital, Maywood, Calif., is sound-con- 
ditioned by a Forestone ceiling. Acoustical 
treatment largely reduces “sound-carry" 
from noisy areas to other hospital rooms. 
This treatment is suitable for a dayroom 
in a mental hospital. 


sound. Dropped objects, squeaky doors and loud con- 
versation are common hospital disturbances which dis- 
tract and annoy patients and employees. 

These sounds intrude because they are not only unex- 
pected, but also are changeable. In an untreated room 
sudden noises rise more rapidly in intensity and reach 
higher peak values. A listener hears the original sound 
drawn out or prolonged after the source is stopped. 
Sound conditioning, as an antidote to excessive noise, 
reduces the sharpness of the annoying sound and thus 
produces an atmosphere more conducive to tranquillity. 
These sudden, high frequency sounds are more effectively 
absorbed by practically all acoustical material than are 
low frequency sounds. 

If the initial noise level of an untreated room, 40 x 50 
feet, with a ten-foot ceiling, is, say, 70 decibels, we can 
reduce the intensity of noise by 35% by application to 
the ceiling of 1800 square feet of material with a noise 
reduction coefficient of .70. (Still more sound reduction 
could be achieved by the use of larger areas of absorbent 
material.) This 35% reduction represents a complicated 
equation, involving the source noise, reflected noise, 
the sound absorption of the material and the amount 
of material used. Experience has shown that 35% noise 
reduction in such a room greatly increases both the com- 
fort of the occupants and the efficiency with which they 
can work. 

In ordinary rooms with ceiling not more than 12 feet 
in height, use of an acoustical material with a noise re- 
duction coefficient of .60 or more will meet the general 
sound-conditioning requirements. In loftier rooms, wall 
treatment as well as ceiling treatment is desirable. 

Interior sound-conditioning requires few structural 
modifications and generally adds little to building costs. 
In fact, many architects incorporate sound-condition- 
ing ceilings in design plans because acoustical materials 
are lower in initial costs and in upkeep charges than are 
most ceiling covers available. 


Until recent years the use of absorbent materials re- 
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ceived lukewarm reception by hospitals because of the 
re-finishing problems. Research showed, however, that 
painting has little or no effect on acoustical properties 
and today ceiling treatment of patient rooms, corrido 
service rooms, X-ray departments, and recreational area 
is accepted as a desirable measure for reducing noise. 
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Variety of Styles Available 


Acoustical ceiling tiles now come in many variations 
and patterns. They are made largely of woodfiber, cellu 
lose, mineral tile, metal tile and perforated asbestos. They 
owe their efficiency to the fact that they are highly po 
rous. The amount of absorption of a porous material de 
pends on thickness, size of pores, ratio of pore volume to 
total volume, and the frequency of the sound. Air part 
cles, moving in and out of the pores, cause friction and 
sound energy is dissipated as heat. 

Surface designs include: Fissured: woodfiber tile 
which look like delicately veined marble; Perforated: 
cellulose or mineral tiles with irregular or uniform 
perforation; Textured: small textured openings and 
colored plastic membranes; Embossed: varied designs 
with circles, swirls, etc. These brief descriptions indicate 
that acoustical tile is decorative as well as functional. 

Acoustical tiles contribute to better lighting control. 
They diffuse light more efficiently than old style ceil 
ing covers and thus increase eye comfort. They can be 
installed quickly and at low cost over old ceilings. Even 
high ceilings can be easily modernized. The acoustical 
tile is suspended one or more feet below the ceiling and 
the space in between is used for recessed lights, air com 
ditioning units, wiring and utility lines. 

The acoustical ceiling tile shown in the illustrations 
is Forestone, a woodfiber tile with a fissured texture’ The 
which is manufactured by. the Simpson Logging Com§ visitin 
pany, Shelton, Washington. Forestone costs approx§ The J 
imately 26¢ per square. It has a high rating for nois{§ crest | 
reduction effectiveness, and the textured appearance ceptio 
presents a number of decorative possibilities. Toron 
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FILM ON VOLUNTEERS 
ADDED TO M.H.S. LIBRARY 


“The Human Side’, a 24-minute 
black and white sound film produced 


mrecently by the Minnesota Depart- 


ment of Public Welfare, is now avail- 
able from the Mental Hospital Serv- 


fice Film Library. The film, which was 


made at Willmar State Hospital (see 
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of the 
r, that 
yperties 
rrido! 
il areas 
ise. 


‘jations 
, cellu 
s. They 
hly po 
rial de. 
ume to 
r parti 
on and 


r tiles 
orated: 
niform 
zs and 
designs 
ndicate 
nal. 

ontrol. 
le ceil 
can be 
s. Even 
yustical 
ng and 
\ir con 


rations 
ex ture, 
x Com 
Approx 
r noise 
earane 


1957, p. 21), shows mental hospital 
treatment through the eyes of a vol- 
unteer worker and illustrates the con- 
tribution of volunteers. 


The film was added to the M.H.S. 


§ Film Library at the request of a great 


many persons who viewed it at the 
Ninth Mental Hospital Institute last 
October. 

New film booking forms, which in- 
clude this new listing, are being 
mailed to all subscribing institutions 
of M.H.S. early this month. 


CANADIAN INSTITUTE 
PLANS COMPLETED 


Except for a few local variations, 
the First Canadian Mental Hospital 
Institute, to be held in Toronto, Jan- 
uary 20-24th, will follow the format 
of the American Institutes, Dr. Mary 
Jackson, Chairman of the Planning 
Committee, announces. 


Additional discussion leaders, not 
announced last month, include Dr. 
K. A. Yonge, Alberta; Dr. C. A. Rob- 
erts, Montreal; Dr. Harvey Cruick- 
shank, Toronto, a psychiatrist who 
is in charge of the personnel depart- 
ment at the Bell Telephone Company 
in that city; Dr. Humphry Osmond, 
Saskatchewan; Dr. H. Gundry, British 
Columbia; and Dr. R. Cleghorn, 
Montreal. Additional Chairmen in- 
clude Dr. E. Johnson, Manitoba; and 
Dr. Fernand Coté, Montreal. 

The main meetings will be held 
on the Mezzanine Floor of the King 
Edward Sheraton Hotel, with the ex- 
ception of the Academic Lecture by 
the Honourable Walter S. Maclay of 
London, England. This is to be held 
in Osler Hall, at the Academy of Med- 
icine. Transportation from the hotel 
will be provided. 

The following facilities are on the 
Visiting list for Wednesday afternoon: 
The Juvenile and Family Court; Bay- 
crest Home for the Aged; The Re- 
ception Unit of the Ontario Hospital, 
Toronto; the Homewood Sanitarium, 


Guelph; the Day Hospital of the To- 
ronto Psychiatric Hospital; the Fo- 
rensic Clinic at the same hospital; 
the Psychiatric Unit at the Toronto 
Western Hospital; the Toronto Men- 
tal Health Clinic; and the Brookside 
Clinic and Hospital (for alcoholics) . 

The meeting will be opened by a 
few words of welcome from Dr. G. E. 
Hobbs, President of the Canadian 
Psychiatric Association, and a brief 
reply by Dr. Harry C. Solomon, Pres- 
ident of the A.P.A. 

The Registration Desk will open 
early on Sunday afternoon, and on 
Sunday evening at 8:30 p.m. there 
will be an informal reception for all 
delegates, given by the Canadian Men- 
tal Health Association. 

The formal dinner will be on Mon- 
day evening at the hotel. The after- 
dinner speech will be by Dr. C. B. 
Farrar, Professor Emeritus of Psychi- 
atry, University of Toronto, who is 
perhaps best known to most of us as 
Editor of the American Journal of 
Psychiatry. 

Canadian hospitality gets into full 
swing on Tuesday evening, when 
there will be private parties for all 
members of the Institute at the pri- 
vate homes of local psychiatrists. On 
Wednesday evening, there is a limited 
number of tickets for the professional 
ice-hockey game (which are restricted 
to out-of-town visitors, and will be 
sold at the Registration Desk on 
a first-come, first-served basis). On 
Thursday evening, the traditional in- 
formal party will be held in the hotel. 

Dr. Blain will play the same role 


he has played for many years at the 
U. S. Institutes. He will orient the 
discussion leaders and be on hand 
at all times to assist in and guide the 
proceedings. 


RECREATION WORKERS HOLD 
NATIONAL CONFERENCE 


One hundred and seventeen repre- 
sentatives from 19 professional or- 
ganizations concerned with hospital 
recreation programs in mental hospi- 
tals met at a National Conference in 
Washington, D. C. on November 17th 
through 20th. The Conference was 
sponsored by the American Associa- 
tion for Health, Physical Education 
and Recreation, a department of the 
National Education Association. Rep- 
resentatives included psychiatrists, 
psychologists, occupational therapists, 
nurses, recreation workers from vet- 
erans, state and military hospitals and 
members of other educational, medi- 
cal and social organizations. 

Dr. Paul Haun, Director of Psychia- 
tric Education, New Jersey State De- 
partment of Institutions and Agencies, 
was the general Conference consult- 
ant. B. E. Phillips, Ph. D., recreation 
specialist in the VA Central Office, 
was Chairman of the conference steer- 
ing committee. 

The three-day meeting was divided 
into four major topics: professional 
attitudes and practices; the develop- 
ment of curricula for training recrea- 
tion workers; the physical facilities re- 
quired; and criteria for the evaluation 
of hospital recreation programs. 

The published proceedings of the 


of these new type facilities. 


MENTAL HOSPITALS. 


Query: Is There Need for a 
Conference on Day Hospitals? 


The day hospital is a major development which appears to 
hold great promise for reducing barriers between hospital and 
community and extending much-needed psychiatric treatment 
facilities in an economic and effective way. 

There are not many day hospitals in the U. S. but the idea is 
catching on. Is there need for a Conference to discuss the ra- 
tionale of the day hospital, its cost, staffing patterns, pitfalls, 
physical plant, etc.? Such a conference could result in the 
publication of a useful report encompassing the details of all 
essential elements entering into the planning and operation 


Those who would be interested in such a meeting are invited 
to communicate their reactions to the idea to the Editor of 


NEWS & NUIES— 


Conference will be available in the 
early spring, from the American As- 


sociation for Health, Physical Educa- 


tion and Recreation, 1201 Sixteenth 
Street, N.W., Washington, D. C. 


Letter to the Editor 
Dear Dr. Blain: 


Thank you kindly for the fine ar- 
ticle concerning our hospital in the 
recent issue of MENTAL 
The captions are well written and em- 
phasize the very points that we are 
most enthusiastic about. 

However, I want to call attention 
to one misstatement which might be 
misleading concerning the transfer 
of patients to other State Hospitals. 
Our present policy is that we are 
taking all patients from the southeast- 
ern eight counties, whose total popu- 
lation numbers about one million, 
and are transferring none to any other 
State Hospital. 

Although we are now becoming 
somewhat overcrowded, the second 
group of buildings will be ready for 
occupancy in the spring of 1958 which 
will bring our capacity up to about 
eleven hundred. The rest of the build- 
ings in the master plan will be de- 
ferred until the need for them arises. 

ARNOLD H. EICHERT, M. D. 
Superintendent 

South Florida State Hospital, 
Hollywood 


LATEST 


APA PUBLICATIONS 
CURRENT PRACTICES IN MENTAL 


HOSPITAL ADMINISTRATION 
75 pp $2.00 
THIRTEEN INDICES: AN AID IN 
REVIEWING STATE MENTAL 
HEALTH AND HOSPITAL PRO- 
GRAMS $1.00 
PSYCHIATRIC INPATIENT TREAT- 
MENT OF CHILDREN 
214 pp $3.50 


Payment must accompany orders 
for a single copy. Address orders 
to: 


AMERICAN PSYCHIATRIC 
ASSOCIATION 
Publications Division 


1785 Massachusetts Avenue, N.W. 
Washington 6, D. C. 


Film Review 
MENTAL DEFICIENCY FILM AVAILABLE FROM SK&F 


A 35-minute, black and white, 
sound film, “Comprehensive Treat- 
ment in Mental Retardation” was pro- 
duced at the Pineland Hospital and 
Training Center, Pownal, Maine 
(formerly the Pownal State School) 
in cooperation with the Smith, Kline 
and French Laboratories. A study was 
made of the effects of chlorpromazine 
on half of a group of 144 disturbed 
and/or destructive female mental de- 
fectives, the other half of the group 
receiving a placebo. All patients were 
given a battery of psychological tests 
both before and after the three 
months’ experimental period. Indi- 
vidual psychotherapy was given to 25 
of the patients who showed good prog- 
nostic ratings. Many of the group had 
required seclusion or restraint for 
varying periods of time because of 
disturbed behavior. 

The study started as a blind study 
with the two groups on separate floors, 
but in a short time it was easily ap- 
parent which group was receiving the 
drug and which the placebo. The 
change in the experimental group was 


NOTE: Copies of this film are available on loan only from the Medical Film Center, 
Smith, Kline and French Laboratories, Philadelphia 1, Penna. 


People & Places 


VIRGINIA: Dr. Benedict Nagler, 
formerly Chief of the Neurology Di- 
vision, P & N Service, VA Central 
Office, Washington, D.C., has been 
appointed Superintendent of the 
Lynchburg State Training School. . . . 
On December 1, Southwestern State 
Hospital, Marion, dedicated the new- 
ly completed R. Finley Gayle Obser- 
vation and Treatment Center. The 
building was named for the late Dr. 
Gayle, who, until his death last No- 
vember, was Professor of Psychiatry 
at the Medical College of Virginia. 

. ILLINOIS: Dr. Martin S. Sloane, 
assistant superintendent of Anna 
State Hospital, was appointed super- 
intendent of East Moline State Hos- 
pital. He succeeded Dr. Armin H. 
Wolff, who became superintendent of 
Kankakee State Hospital, replacing 
Dr. Cleve C. Odom, who retired. . . . 
HERE & THERE: Mrs. Hazel Ben- 
nett Baker has resigned as Public 


so marked that the nursing unit could 
be redecorated and drapes were added 
to the windows without being dam 
aged or destroyed by the patients. 

Case studies of three of the patien 
one in the control group (who re 
ceived psychotherapy) and two in 
experimental group, show reaction 
before and after treatment. 

Dr. Peter Bowman, the superintend 
ent, who is narrator of the film 
concludes that three things are nece 
sary: (1) Administrative recognition 
that treatment is effective in mental 
deficiency; (2) An enlightened leg 
islature who will appropriate suff 
cient funds to the hospital; and (3) 
The personnel to carry out a treat 
ment program. 

This film should be useful in (a) 
hospital-schools for the retarded for 
in-service training programs;  (b) 
hospitals for the mentally ill in train 
ing programs and (c) to show wt 
budget committees and mental hy 
giene societies. 

CHARLES K. BUSH, M.D. 
Washington, D. C. 


Relations Director of Larned (Kat- 
sas) State Hospital, a post she held 
for the past six years. . . . Com 
missioner McPheeters of Kentucky has 
added 3 new members to the staff of 
the Department of Mental Health: 
Talmage H. Lewis as director of 
Hospital Administration; Mrs. Edna 
Hackler as Dietary Consultant and 
John S. Milliken, Jr. as attorney for 
the Department. . . . Dr. George E 
Reed has retired as Superintendent of 
Verdun Protestant Hospital, Mor 
treal, Quebec. Dr. Charles A. Roberts 
who previously served as Chief of the 
Mental Health Division, of the De 
partment of National Health and 
Welfare, Ottawa, succeeded him. . -: 
Dr. B. F. Jackson, now manager @ 
the VA Hospital, Bedford, Mass., was 
succeeded at the VA Hospital, Tomah 
Wis., by Dr. T. E. Dredge. . . . Dr 
A. L. Olsen is the new manager 
the VA Hospital, Knoxville, Iowa. 
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M.D. 
In both mild and severe depression, Marsilid can restore a sense of healthy well-being, with 
Center, renewed vigor, activity and interests. Patients with acute depression refractory to shock 
treatment have shown a heartening response to Marsilid. Even “‘burned out” psychotics, 
untouched by any other therapy, have become more alert, responsive and sociable. 

As a psychic energizer, Marsilid is truly unique. It provides continuous mood improvement 
| (Kan with gradually reduced dosage. Patients do not develop resistance to its normalizing effect; 
ue oll there is no tachyphylaxis. Marsilid does not elevate blood pressure . . . does not decrease but 
icky has usually stimulates appetite. | 
— : In mild depression, improvement with Marsilid is usually evident within a week or two. In 
ctor of severe depressive states of hospitalized psychotics, a month or more may be required for 
s. Edm apparent response . . . but Marsilid often leads to complete remission, obviating the need 
nt _and for shock therapy. 
for 
orge E Note: Marsilid is contraindicated in patients who are agitated, overactive or overstimulated, 
— or in those with a history of renal or hepatic disease. 

Roberts For complete references and information concerning dosage, indications and contraindications, write V. D. Mattia, Jr., 
of of the M. D., Director of Medical Information, Roche Laboratories, Division of Hoffmann-La Roche Inc, Nutley 10, New Jersey. 
the De 
Ith and MARSILID® PHOSPHATE — brand of iproniazid phosphate 
saat , Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 
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Clinical excerpts on the use 
of meprobamate in chronic 
psychiatric 


: NO. OF NO 
- DIAGNOSIS PATIENTS Improvement noted in 


es 33 of 34 psychiatric 

out-patients “completely 
disabled despite previous 

PERSONALITY DISORDER ll extensive therapy.” 
‘Miltown’ “greatly reduced 
_ PSYCHONEUROSIS the duration and 
' intensity of treatment 

INVOLUTIONAL PSYCHOSIS formerly required...” 
‘Miltown’ was described 

as one of the safest 

and best adjuncts 


TOTAL 34 33 to psychotherapy.” 


MANIC DEPRESSION 


*perenenct: McLaughlin, B. E.: Miltown in the treatment of chronically ill 
psychiatric out-patients. Pennsylvania M.J. 60:989, Aug. 1957. 


THE ORIGINAL MEPROBAMATE a 

DISCOVERED & INTRODUCED BY ® 
WALLACE LABorATORIES 

NEW BRUNSWICK, NEW JERSEY 


alleviates anxiety in chronic psychiatric 

patients « facilitates psychotherapeutic 

rapport = improves disturbed ward be- 

havior = suitable for prolonged therapy 

«no liver or renal tox.city reported = free 
of autonomic effects. | 
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